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‘Cancer  is  a group  of  diseases 


invasion  of  tissues  of  the  host, 


ONLY  DALMANE  (flurazepam  HCI/Poc 
■"  PROVIDES  ALL  THESE  BENEF 

FOR  RESTFUL  SLE 


,--*4  r * R^pid  sleep  onset1! 

total  time~asteq^f 
efficacy  for  at  least. 
28  consecutive  nights2  4 
^ • Patients  usually  awake  rested  anc 

refreshed79 

• Avoids  causing  early  awakenings  or 
rebound  insomnia  after  discontinuation2  5 101: 


DOCUMENTED 

IN  THE  SLEEP  LABORATORY 


by  Roche  Products  Inc.  AH  rights  reserved 


- w: 


PROVEN  IN 


STANDS  APART 


15-MG/30-MG  CAPSULES 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


See  next  page  for  references  and  s 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping 
habits,  in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI.  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g,,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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Do  you  know  someone  who  needs  nursing  care 
in  their  home? 


We  have  a 
special  person  to 
take  care  of  your 
special 


person 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services.  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer. 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


Medical  Personnel  Pool 


'Allentown  434-7277 
‘Broomall  356-5200 


'Harrisburg  657-1275 
'Lebanon  272-5214 
Monroeville  824-6730 
'Medicare  Certified  Home  Health  Agency 


'Norristown  275-1313 
'Philadelphia  663-0700 
'Pittsburgh  683-2227 
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The  KODAK  EKTACHEM 
DT60  Analyzer  creates  an 
extra  service  for  your  pa- 
tients without  extra  invest- 
ment in  labor.  And  because 
it  can  pay  for  itself  in  three 
months,  it’s  a timely  invest- 
ment in  your  future. 

The  chemistry  tests 
you  need 

With  the  DT60  Analyzer 
you  perform  key  chemistry 


tests  in  your  own  office 
instead  of  using  an  out- 
side laboratory.  Available 
tests  include  glucose, 
cholesterol,  triglycerides, 
BUN,  uric  acid,  sodium, 
and  potassium,  with  total 
hemoglobin  and  bilirubin 
coming  soon. 

The  time  you  need 

Get  test  results  in  five 
minutes  or  less;  perform 


up  to  75  tests  an  hour. 
Save  time  waiting  for 
results  to  assist  in  your 
diagnosis,  and  on  follow- 
up phone  calls. 

The  accuracy 
you  need 

The  DT60  Analyzer  uses 
proven  technology  and 
methodology  from  the 
KODAK  EKTACHEM  400 
and  700  Analyzers,  which 


merit for  your  office. 


>rovide  millions  of  accurate, 
irecise  results  to  clinical 
aboratories  nationwide. 

The  simplicity 
rou  need 

he  DT60  Analyzer,  com- 
>act  as  a personal  com- 
>uter,  features  dry  slide 
schnology  to  eliminate 
vet  reagents.  It  is  auto- 
nated  to  free  up  your 
itaff,  and  training  takes 


only  minutes.  From  the 
finger-stick  sample  to 
results  printout,  the  DT60 
Analyzer  is  simplicity  itself. 

To  see  what  the  DT60 
Analyzer  can  do  for  you, 
write  Eastman  Kodak  Com- 
pany, Dept.  740-B,  343  State 
Street,  Rochester,  NY  14650, 
or  call  1 800  44KODAK, 
Ext  423(1  800  445-6325, 
Ext  423)  today. 


Leading  the  way  in  healthcare 
technology  for  over  100  years. 

KODAK  EKTACHEM 
Clinical  Chemistry  Products 
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Ultrasound  Workshop 
January  12  6 

Measuring  for  Strabismus  and 
Introduction  to  Fundus  Photography* 

January  19  3 

Retina  Update 

February  2 3 

Ophthalmology  for 
the  Pediatrician 

February  9 4 

Keratometry  and  Introduction  to 
Assisting  with  the  Laser* 

February  16  3 

The  Tenth  Annual 
Ophthalmology  Review  Course 
March  11-15  42 

The  37th  Wills  Eye  Hospital  Annual 
Conference 
March  21-23  16 

Ophthalmic  Assistance  Workshop  (JCAHPO  Credits) 


25th  Retina  Service  Anniversary 
Meeting 

April  12-13  12 

Tonometry  and  How  to  Assist  in 
the  Operating  Room* 

April  20  3 

Vitrectomy  Techniques  for  the 

General  Ophthalmologist 

April  27-28  14 

Small  Incision 
Intraocular  Lenses 

May  4-5  7 

Troubleshooting  Office  Equipment 
and  Lensometry* 

May  1 1 3 

Clinical  Problems  in 

Pediatric  Ophthalmology 

May  17  5 


Continuing  Education  Credits: 

"As  an  organization  accredited  for 
continuing  medical  education.  Wills 
Eye  Hospital  certifies  that  these 
continuing  medical  education 
activities  meet  the  criteria  for 
Category  I credits  of  the  Physician's 
Recognition  Award  of  the  American 
Medical  Association'" 


For  Information  and  Registration 
Contact: 

Wills  Eye  Hospital 

Department  of  Continuing  Medical 

Education 

9th  & Walnut  Streets 

Philadelphia,  PA  19107 

Ms.  Lucia  M.  Manes,  Conference 

Coordinator 

(215)  928-3378 
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SOCIETY  CONTRIBUTES 
TO  MALPRACTICE  STUDY 

A special  study  of  the  medical  malpractice  problem  in  Pennsylvania  is 
under  way,  with  funding  from  the  Pennsylvania  Bar  Association,  the 
Pennsylvania  Trial  Lawyers  Association,  PMS,  the  Hospital  Associa- 
tion, and  other  groups.  Alfred  Hofflander,  PhD,  of  UCLA,  and  Blain 
Nye,  PhD,  of  Stanford,  were  chosen  to  conduct  the  independent  study 
as  an  initial  step  in  attempting  to  find  a solution  to  the  medical  mal- 
practice crisis.  The  leadership  of  the  Pennsylvania  Senate  encouraged 
the  interested  parties  to  make  an  effort  to  work  out  a mutually  ac- 
cepted solution.  The  independent  study  is  a first  step  in  that  direction. 
PMS  has  made  a contribution  of  $10,000,  approved  unanimously  by 
the  Board  of  Trustees  December  17. 

STATE  EMPLOYEES  COVERAGE 
CHANGES  JANUARY  1,  1985 

January  1 saw  major  changes  in  health  insurance  coverage  for  state 
workers  and  their  dependents.  On  that  date  throughout  the  state,  pre- 
certification  became  mandatory  for  all  hospital  admissions  except 
emergency  and  maternity.  Pennsylvania  Blue  Shield  has  a toll  free 
hotline  (800-441-2330)  for  questions  and  precertification.  The  new 
contract  also  calls  for  special  review  of  13  elective  surgical  procedures 
to  determine  necessity.  They  are:  bunionectomy,  cataract  surgery,  cho- 
lesystectomy,  coronary  artery  bypass,  hemorrhoidectomy,  herniorr- 
haphy, hysterectomy,  knee  surgery,  ligation  and  stripping  of  varicose 
veins,  prostate  surgery,  spinal  and  vertebral  surgery,  submucous  re- 
section, and  adenotonsillectomy.  In  the  19-county  Capital  Blue  Cross 
territory,  Blue  Shield’s  Preferred  Provider  Program  (PPP)  for  state  em- 
ployees became  effective  January  1.  State  workers  and  their  depen- 
dents living  in  these  counties  have  a choice  of  joining  an  HMO,  receiv- 
ing services  from  a PPP  physician,  or  paying  the  difference  in  charges, 
if  any,  and  receiving  services  from  a nonparticipating  physician. 

MALPRACTICE  INSURER 
FILES  FOR  INCREASE 

A 30  percent  overall  increase  in  claims  made  policy  rates  for  profes- 
sional liability  insurance  was  filed  December  7,  1984,  by  St.  Paul’s 
medical  services  division.  Published  in  the  Pennsylvania  Bulletin  De- 
cember 29,  the  notice  of  the  filing  says  “unless  formal  administrative 
action  is  taken  prior  to  January  6,  1985,  the  filings  may  be  deemed 
effective.” 

HHS  SURVEY  OF  PHYSICIANS 
COVERS  PRACTICE  FINANCES 

The  cost  of  practicing  medicine  and  the  income  derived  therefrom  are 
the  subjects  of  a national  survey  being  conducted  by  the  National  Opin- 
ion Research  Center  at  the  University  of  Chicago.  The  telephone  survey, 
commissioned  by  the  Department  of  Health  and  Human  Services,  will 
collect  data  to  assess  and  refine  the  Medicare  Economic  Index.  Some 
5,000  physicians  nationwide  will  be  questioned  during  the  next  sev- 
eral months. 

DR.  COTTLE  SEEKS  SEAT 
ON  AMA  BOARD  IN  JUNE 

Betty  L.  Cottle,  MD,  of  Hollidaysburg,  PMS  trustee  for  the  Sixth  District 
and  chairman  of  the  AMA  Council  on  Constitution  and  Bylaws,  has 
announced  her  candidacy  for  the  AMA  Board  of  Trustees.  Elections  will 
be  held  during  the  AMA  Annual  Meeting  in  June  in  Chicago.  She  is  one 
of  six  announced  candidates  for  four  vacancies  on  the  AMA  Board. 
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AUDI 

Convenient  and  competitive  leasing- 
five  companies  or  your  own 


VOLKSWAGEN 


1373  Manheim  Pike  (at  Rt.  30),  Lancaster  Phone  299*2801 


Medical  Centers 

by  Reshetar  Architects 


EXPERIENCED  DESIGNERS  OF  EMERGENCY 

AND  OUT-PATIENT  TREATMENT  CENTERS 

Offering  Comprehensive 

Professional  Services: 

• Complete  ergonomic  planning  — floor  and 
spatial  arrangements  that  work  for  you. 

• Engineering  of  plumbing,  heating,  air  condi- 
tioning, electrical  and  medical  systems. 

• Complete  construction  management. 

• Direct  purchasing  discounts  on  office  furniture. 

• Aesthetically  pleasing,  energy  efficient  environ- 
ments whether  Traditional,  Contemporary  or 
Modern. 

For  more  information  contact  Robin  Reshetar  ASA. 


Reshetar  Architects,  Inc.  2155690395 

Architecture*  Interiors* Construction 

814  North  Broad  Street  Philadelphia,  PA  19130 


editorial 

When  cost  has  the  upper  hand  . . . 


The  best  for  less.  Pride  and  price.  Cost  and 
quality.  All  of  these  terms  Eire  very  familiar  to 
the  business  world  and  to  advertising  agencies 
that  promote  their  clients’  products.  Many 
physicians  believe  that  investor-owned  hospi- 
tals and  prepaid  health  care  companies  are 
moving  toward  the  position  that  the  cost  of  ser- 
vices is  of  prime  importance  and  the  quality  of 
that  service  is  a secondary  priority. 

Quality  medical  care  is  extremely  important 
to  patients  and  to  their  physicians.  Policymak- 
ers have  paid  lip  service  to  it,  but  for  the  most 
part  quality  assurance  has  been  ignored  in  re- 
cent legislation.  Although  quality  medical  care 
can  not  be  legislated,  some  guarantees  can,  and 
should,  be  addressed.  Today,  cost  has  become 
the  overriding  value  in  the  delivery  of  health 
care  and  the  allocation  of  resources.  And  the 
“control”  of  care  is  rapidly  moving  away  from 
the  physician-provider  in  a fiercely  competitive 
market. 

No  one  disputes  that  medical  care  costs  have 
risen  sharply  over  the  last  two  decades.  Gov- 
ernment grants,  subsidies,  and  reimbursement 
policies  have  made  possible  increased  hospital 
construction,  number  of  hospital  beds,  research 
funding,  and  expenditures  for  education. 
Growth  in  the  number  of  physicians  and  in  the 
number  of  medical  specialists  has  resulted 
from  government  medical  education  expansion 
policies  dating  from  the  Johnson  administra- 
tion. Advanced  medical  technology  has  re- 
sulted in  a larger  aged  population,  in  turn  caus- 
ing greater  demand  for  medical  services. 
Spiraling  inflation  and  burgeoning  malpractice 
premiums  contributed  to  rising  costs.  Physi- 
cians, themselves,  have  increased  costs  by 
keeping  patients  in  the  hospital  too  long,  labo- 
ratory overuse  and  abuse,  unnecessary  admis- 
sions, unnecessary  surgery,  and  excessive  ther- 
apy have  rqade  a mark  on  costs. 

All  of  these  so-called  excesses  of  medical  care 
are  expected  to  be  brought  under  control  by 
the  government’s  new  prospective  payment 
system  (PPS),  based  on  diagnosis-related 
groups  (DRG).  DRGs  will  place  economic  con- 
straints on  the  practice  of  medicine.  They  are 
designed  to  limit  admissions,  lengths  of  stay, 
diagnostic  tests,  and  therapy  only  to  that 


which  is  absolutely  necessary.  All  or  any  o 
these  may  be  ignored  but  only  at  considerabl 
financial  risk  or  penalty  to  the  institution  it 
which  such  care  is  rendered. 

Issues  of  quality  have  been  raised  by  phys 
cians  who  see  that  cost  has  become  the  prim 
determination  in  health  care  delivery,  and  tha 
there  has  been  a deemphasis  on  quality.  Wit 
increased  pressure  on  hospitals  to  economize 
and  with  the  hospital’s  scrutiny  of  physiciai 
activities,  a shift  in  services  away  from  the  ac 
credited  hospital  setting  is  occurring.  Outpa 
tient  surgicenters,  urgicenters,  and  walk-i 
clinics  are  blossoming  all  over  the  countrj 
Quality  is  much  more  difficult  to  assure  in 
fragmented  health  system. 

The  underlying  premise,  however,  is  that  w 
physicians  are  physicians  first.  Medical  deci 
sionmaking  ought  to  be  based  upon  what  we 
as  physicians,  perceive  to  be  in  the  best  intei 
ests  of  our  patients.  It  does  not  follow  that  ex 
cessive  care  is  quality  medical  care.  Quite  th 
reverse  is  true.  We  should  be  cost  conscious  an 
adhere  to  standards  of  care.  Over-diagnosis 
overtreatment,  and  excessive  or  extende 
lengths  of  stay  that  are  not  medically  indicate 
must  be  kept  to  a minimum.  Economic  factoi 
should  not  cause  us  to  render  poor,  inadequate 
or  marginal  care. 

The  progression  toward  excessive  concer 
for  cost  versus  the  physician’s  concern  for  qua 
ity  will  cause  organized  medicine  to  address  a 
ethical  issue  not  previously  encountered.  Thj 
challenge  to  prevent  the  slide  into  mediocriq 
must  be  the  medical  profession’s  number  on 
priority. 

In  order  to  be  a physician  and  to  continue  t 
practice  medicine  with  conscience  and  compai 
sion,  quality  must  always  come  before  cos 
Martin  H.  Fischer  (1879-1962)  noted,  “On 
one  rule  in  medical  ethics  needs  concern  yoU'l 
that  action  on  your  part  which  best  conservi 
the  interests  of  your  patient.” 

When  cost  achieves  the  upper  hand,  we  wi 
no  longer  be  physicians,  but  merely  employe* 
of  a mediocre  system. 

David  A.  Smith,  M 
Medical  Editor 
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My  Friends 
lellMe... 

DEFRAY 

Immune  to 

Even  the  Most  Advanced 
Financial  Planning 
Treatment 


DON’T  LISTEN  TO  A FRIEND.  LISTEN  TO  A SPECIALIST. 

CALL  US:  (814)  238-0544. 

We’re  conducting  financial  planning  seminars  in  your  area. 

Call  for  information. 

Pennsylvania  Financial  Group,  Inc. 

Specialists  in  financial  planning  for  doctors. 

Offices  in  State  College,  Pittsburgh,  Greensburg,  Allentown,  Philadelphia,  and  Baltimore  MD. 


* Deficit  Reduction  Act  of  1984 


newsfronts 


i 


PMS  sends  information  on  rabies  vaccines 


The  president  of  the  Pennsylvania 
Medical  Society,  D.  Ernest  Witt,  MD, 
assisted  the  Pennsylvania  Department 
of  Health  last  month  by  dissemenating 
to  Pennsylvania  doctors  important  in- 
formation concerning  preexposure  ra- 
bies immunization.  The  information  is 
vital  now  because  the  number  of  rabies 
cases  in  the  state  continues  to  increase, 
with  364  cases  in  1984  as  of  November 
30. 

The  only  rabies  vaccine  currently 
available  in  the  U.S.  is  Human  Diploid 
Cell  rabies  vaccine  (HDCV).  Two  com- 


panies manufacture  the  vaccine,  Wyeth 
Laboratories  (Wyvac)  and  Merieux  In- 
stitute (Imovax). 

HDCV  produced  by  the  Merieux  In- 
stitute has  been  used  for  both  intrader- 
mal  and  intramuscular  preexposure  im- 
munization. Antibody  was  produced  in 
all  ID  recipients,  although  the  mean  re- 
sponse was  somewhat  lower  and  may  be 
of  shorter  duration  than  with  compara- 
ble IM  immunization.  The  manufac- 
turer has  not  yet  met  the  packaging 
and  labeling  requirements  necessary  to 
obtain  approval  for  ID  use  from  the 


Alcohol  causes  accidents. 

Alcohol  consumption  is  an  underly- 
ing, but  often  overlooked,  risk  factor  for 
many  injuries,  including  not  only  vehic- 
ular accidents,  but  also  falls,  drown- 
ings,  homicides,  and  suicides,  according 
to  a collective  review  appearing  in  the 
November  1984,  issue  of  Annals  of 
Emergency  Medicine. 

Injuries,  both  intentional  and  unin- 
tentional, are  now  the  fourth  leading 
cause  of  death  in  this  country,  out- 
ranked only  by  heart  diseases,  cancer, 
and  stroke.  When  viewed  in  terms  of 
unnecessary  loss  of  life,  accidental  inju- 
ries must  be  ranked  first,  for  accident 
victims  are  usually  much  younger  than 
persons  dying  from  other  causes. 

Growth  in  HMO  members! 

Growth  in  health  maintenance  organ- 
ization (HMO)  membership  in  1983  has 
been  documented  by  Interstudy,  a Min- 
neapolis based  health  policy  research 
center. 

In  its  publication  HMO  Status  Re- 
port, Inter  study  claimed  HMO  enroll- 
ment rose  15.4  percent  from  June  1982 
to  June  1983,  marking  the  largest  gain 
since  1978.  Interstudy  also  found  that 
by  the  end  of  1983,  290  HMOs  were 
serving  approximately  13.6  million. 

Fifty-six  HMOs  added  10,000  or 
more  members,  and  four  HMOs  added 
50,000  or  more  members  last  year,  ac- 
cording to  the  Interstudy  report. 

The  report  said  California  has  the 
highest  percentage  of  people  enrolled  in 
HMOs  (21%),  followed  by  Hawaii 
(18%),  and  Minnesota  (17%).  Western 


study  shows 

Drinking  greatly  increases  the  risk  of 
a fatal  automobile  accident.  Numerous 
studies  of  fatally  injured  drivers  show 
approximately  40  to  50%  have  blood  al- 
cohol levels  of  0.10  or  higher.  These  fig- 
ures contrast  sharply  with  noninjured 
drivers  in  automobile  accidents,  with 
only  2 to  3%  of  this  group  having  blood 
alcohol  levels  this  high.  In  almost  two- 
thirds  of  single-vehicle  crashes,  the 
drivers  have  blood  alcohol  levels  indi- 
cating legal  intoxication. 

According  to  Albert  B.  Lowenfels, 
MD,  author  of  the  study,  young  drivers 
constitute  a high-risk  group  especially 
prone  to  fatal  automobile  accidents.  Al- 
though 16-  to  24-year-olds  make  up  only 

iip  documented 

states  claim  nearly  half  of  all  HMO 
members,  but  only  19%  of  the  popula- 
tion; while  the  South  has  a third  of  the 
population,  but  only  about  10%  of 
HMO  members.  Currently,  48  metropol- 
itan areas  are  served  by  four  or  more 
HMOs,  and  six  metropolitan  areas  are 
served  by  10  or  more  organizations. 

Eighty-one  HMOs,  with  a total  en- 
rollment of  7.1  million  people,  are  part 
of  14  national  firms,  the  report  said. 
This  represents  52  percent  of  total 
HMO  membership  and  28  percent  of  all 
plans.  Of  the  national  firms,  Interstudy 
found  that  Kaiser  added  the  most  mem- 
bers and  Health  America  added  the 
most  plans  in  1983. 

Copies  of  the  report  are  available  for 
$50  from  Interstudy,  P.O.  Box  458,  Ex- 
celsior, MN  55331. 


Food  and  Drug  Administration. 

Data  on  ID  immunization  are  nc 
available  for  Wyeth  Laboratories’  vai 
cine,  and  it  should  not  be  used  for  I] 
vaccination.  Postvaccination  serolog 
is  not  routinely  necessary  following  r« 
bies  immunization.  If,  however,  Wyet 
vaccine  has  been  inadvertently  admini: 
tered  by  the  ID  route,  a postvaccim 
tion  serology  should  be  done  to  dete 
mine  the  recipient’s  antibody  leve 
Direct  any  questions  to  the  Pennsylv; 
nia  Department  of  Health,  Division  ( 
Epidemiology,  (717)  787-3350. 


17%  of  the  population,  this  age  grouj 
was  involved  in  45%  of  all  fatal  high 
way  accidents  in  1981.  Alcohol  played  j 
prominent  role  in  these  deaths.  Cur 
rently,  injuries  from  alcohol-relate< 
motor-vehicle  crashes  are  the  leading 
cause  of  death  in  16-  to  24-year-olds. 

An  intoxicated  person  also  is  mor< 
likely  to  fall  and  sustain  a serious  in 
jury.  More  than  40  percent  of  fatally  in 
jured  fall  victims  were  drinking  heavilj 
prior  to  the  accident. 

After  vehicular  accidents  and  falls 
drownings  Eire  the  third  leading  cause  o: 
accidental  death  in  the  U.S.  Seven  thou 
sand  drownings  were  reported  in  1980 

Alcohol  consumption  by  commercial  ) 
airline  pilots  is  subject  to  federal  con 
trol;  however,  pilots  of  privately  owne< 
light  aircraft  are  free  to  drink  before  fly 
ing.  “It  is  not  surprising  that  alcohol* 
consumption  has  contributed  to  many 
fatal  crashes  involving  private  pilots,’ 
Dr.  Lowenfels  said. 

Alcohol  has  been  implicated  in  ap 
proximately  50  percent  of  all  homicides 
in  the  U.S.,  and  there  appears  to  be  s 
similarly  strong  correlation  between  al 
cohol  and  suicides.  The  study  reports 
that  20  percent  of  646  successful  sui 
cide  victims  had  blood  alcohol  levels  ir 
excess  of  0.10. 

“Recognition  of  the  association  be- 
tween alcohol  and  accidents  is  impor- 
tant, not  only  for  proper  care  and  for 
treatment  of  underlying  alcoholism, 
but  to  stimulate  enactment  of  preven- 
tive measures  aimed  at  reducing  the 
risk  of  alcohol-associated  injuries,”  the 
author  concluded. 
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Disability 

Isn't  Only  Physical. 
Ifs  Financial. 


Protect  yourself  against  disabling  financial  problems  with 
Pennsylvania  Medical  Society's  sponsored  Disability 
Income  Insurance. 

Now,  up  to  $1000  per  week  in  benefits  is  available.  A 
choice  of  plans  and  variety  of  waiting  periods  make  it 
possible  for  you  to  tailor  a plan  to  suit  your  specific  needs. 
Clip  and  return  this  coupon  for  further  details. 


PENNSYLVANIA  Please  send  me  details  of  the  Pennsylvania 
dEDICALr)|V  AC  Medical  Society  sponsored  insurance  plans  I 

jOCIETYl  IVl^  have  checked. 


hone  ( ) 


lame  (Person  to  Contact)  

ddress 

Zip 


Return  to: 

Bertholon-Rowland  Agencies , Inc. 

P.O.  Box  77 
Media,  PA  19063 

(215)  565-3450  and  (800)  556-2500 


(DETACH  AND  RETURN) 


OFFICE  INSURANCE 

# of  Doctors 

# of  Employees 

□ Long  Term  Disability 

□ Group  Life  Insurance 

□ Law  Office  Medical  Insurance 

INDIVIDUAL  PLANS 

Date  of  Birth 

□ Disability  Income 

□ Term  Life  Insurance 

□ Medical  Insurance 

□ Overhead  Expense  Plan 

□ Accidental  Death 

□ Individual  Employee  Disability 

□ Personal  Umbrella  Insurance 


newsfronts 


New  president  leads  Berks  county  society 


M.  Fay  Weaver,  MD,  has  been  in- 
stalled as  the  106th  president  of  the 
Berks  County  Medical  Society. 

She  received  her  BA  in  1959  from  the 
University  of  Vermont,  Burlington,  and 
her  MD  from  Temple  University  School 
of  Medicine.  She  served  a rotating  in- 
ternship at  Reading  Hospital  and  Medi- 
cal Center  and  the  U.S.  Public  Health 
Service  Hospital,  Norfolk,  Va.,  during 
1963  and  1964. 

She  has  been  practicing  family  medi- 
cine while  devoting  time  to  raising  four 
children.  Her  husband,  Kent  E.  Weaver, 
MD,  also  is  a family  physician,  in  Mt. 
Penn. 

She  has  been  the  staff  physician  at 
the  E.O.C.  Medical  Clinic,  Birdsboro 
and  Planned  Parenthood,  and  is  pres- 
ently at  the  Community  General  Hospi- 
tal Health  Center,  Reading. 

In  addition  to  her  other  obligations, 
she  has  been  active  in  her  community. 
Dr.  Weaver  is  a board  member  of  the 


The  Clinical  Laboratory:  Prospects 
for  the  Future,  a one  day  symposium, 
will  be  offered  in  Philadelphia  on  March 
8,  1985.  Physicians  attending  the  pro- 
gram will  receive  5.5  hours  of  Category 
I CME  credit. 


Berks  chapter  of  the  American  Red 
Cross.  She  is  one  of  the  prime  movers  in 
organizing  PRO  KIDS,  a group  of  pro- 


The  course  is  sponsored  by  the  state 
department  of  health’s  Bureau  of  Labo- 
ratories and  the  Pennsylvania  Associa- 
tion of  Clinical  Pathologists  in  associa- 
tion with  the  Pennsylvania  Medical 
Society. 


fessionals  who  coordinate  county  chil- 
dren’s service  agencies  and  provide  a 
format  to  handle  issues  that  could  be- 
come crises  in  the  community. 

Also  serving  are  Leonard  M.  Del- 
Vecchio,  MD,  president-elect;  Arlington 
A.  Nagle,  MD,  secretary;  Irvin  G.  Shaf- 
fer, MD,  and  John  B.  Wagner,  MD,  dele- 
gates to  PMS;  Richard  T.  Bell,  MD,  Ni- 
cola Bitetto,  MD,  Eric  B.  Farber,  MD, 
and  Jerome  I.  Marcus,  MD,  alternates 
to  PMS;  and  Brian  A.  Wummer,  MD, 
district  censor. 


Directory  corrections 

The  following  corrections  to  the  August 
issue  of  Pennsylvania  Medicine,  the 
membership  directory  issue,  were  sent  by 
Westmoreland  County  Medical  Society: 

Add  the  following: 

COHEN,  MD,  Robert  A.  FP 

2020  Ardmore  Blvd. 

Pittsburgh,  PA  15221 

LEONE,  MD,  Guy  R.  AN 

Westmoreland  Hospital 
532  West  Pittsburgh  St. 

Greensburg,  PA  15601 

SETTY,  MD,  Polepalli  S.  IM 

2900  Memorial  Blvd. 

Connellsville,  PA  15425 

Specialty  corrections: 

BAJUA,  MD,  Surinder  S.  P 

KINNEY,  MD,  Mary  S.  FP 

KRISHNAPPA,  MD,  Boriah  N.  PUD 

McGRATH,  MD,  Robert  C.  FP 

REYNA,  MD,  Oscar  D.  GP 

SONG,  MD,  Young  J.  IM 

Address  corrections: 

GRABIAK,  MD,  Gregory  D. 

Central  Medical  Arts  Bldg. 

Old  Route  30 
Greensburg,  PA  15601 

SAGHAFI,  MD,  Darius 
332  Fifth  Avenue 
McKeesport,  PA  15132 

SHARMA,  MD,  Jashwant  K. 

332  Fifth  Avenue 
McKeesport,  PA  15132 

TANTISIRA,  MD,  Somphong 
618  Jefferson  Avenue 
Jeannette,  PA  15644 


HOLTER  MONITORING 

in  your  office 

We  can  help: 

No  capital  investment 
Prompt  and  accurate  reporting 
State-of-the-art  equipment 
No  monthly  rental  charges 

Box  X,  610  Wyoming  Avenue 
Kingston,  PA  18704 

Call  collect  (717)  288-2538 


Laboratory  symposium  scheduled 
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Biting  cold.  Blustering  winds.  If  you’d  left  the 
office  at  a reasonable  hour,  you’d  have 
missed  the  chilling  rain.  After  another  hectic 
day,  this  is  no  way  to  arrive  at  home. 

Time.  It  seems  as  though  you  never  have 
enough.  You  know  that.  But  there  must  be 
some  way  to  help  patients,  work  with  the 
office  staff,  handle  paperwork,  run  the 
Dusiness  and  still  get  home  before  dark. 

If  time  is  a rare  commodity,  we  can  help.  We 
can  ease  your  office’s  administrative  burden. 
We’re  Keystone  Technologies  from 
Pennsylvania  Blue  Shield. 


also  prepares  paper  copies  for  other  third 
party  claims.  Even  more  sophisticated,  The 
Practice  Management  System  handles 
electronic  claims  processing  plus  more- 
patient  billing,  accounts  receivable,  accounts 
payable,  patient  scheduling,  general  ledger 
and  word  processing.  You  can  purchase  The 
Practice  Management  System  for  your  office 
and  automate  nearly  all  of  your  business 
paperwork. 

If  time  is  a problem,  and  work  is  keeping  you 
at  the  office  too  long,  call  us.  Or  write  us.  We 
can  help. 


We  have  two  physician-designed  office 
systems  to  handle  virtually  all  of  your  office 
paperwork.  The  Medical  Billing  System, 
available  through  leasing,  automates  all 
insurance  filings.  The  system  eliminates 
paper  by  permitting  electronic  submission  of 
Blue  Shield  and  Medicare  claims.  The  system 


Keystone 
Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 

P.O.  Box  8075,  Camp  Hill,  PA  17011 
(717)  975-7154 


Paper.  File  folders  and  paper.  They’re  the  first 
things  you  face  each  morning.  They’re  the 
last  things  you  glance  at  on  the  way  out  the 
door  in  the  evening. 

Each  file  has  its  place,  its  color  codes,  its 
reference  numbers,  its  patient  information. 
You  begin  to  think  you'd  make  a fine  librarian 
after  years  of  pulling  and  filing,  re-pulling  and 
re-filing  folders. 

If  your  system  seems  too  cumbersome  and 
time-consuming,  we  can  help.  We’re 
Keystone  Technologies  from  Pennsylvania 
Blue  Shield. 

We  have  two  office  systems  to  handle  virtually 
all  of  your  office  paperwork.  The  Medical 
Billing  System  can  be  leased  from  Keystone 
Technologies,  and  it  automates  insurance 
filings.  The  system  eliminates  paper  by 
permitting  electronic  submission  of  Blue 
Shield  and  Medicare  claims.  The  same  system 


also  prepares  paper  copies  for  other  third 
party  claims.  Even  more  sophisticated,  The 
Practice  Management  System  handles 
electronic  claims  processing  plus  more- 
patient  billing,  accounts  receivable,  accounts 
payable,  patient  scheduling,  general  ledger 
and  word  processing.  Your  office  can 
purchase  The  Practice  Management  System 
and  automate  nearly  all  of  your  business 
paperwork. 

If  you'd  rather  be  a medical  office  assistant 
than  a librarian,  call  us.  Or  drop  a card  in  the 
mail.  We  can  help. 

Keystone 
I Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 

P.O.  Box  8075,  Camp  Hill,  PA  17011 

(717)  975-7154 
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Computer  links  reporters  with  health  experts 

Fuli  Claire  McGreevy 


Western  Pennsylvania  now  has  an  in- 
lovative,  computer-based  health- 
■eferral  resource,  Media  Information 
Service  (MIS).  MIS  was  created  by  pro- 
fessional television  and  newspaper  re- 
jorters  as  a nonprofit  organization  to 
;onnect  reporters  with  experts  on  a 
vide  range  of  health-related  topics.  The 
Allegheny  County  Medical  Society  has 
;ooperated  fully  in  the  formation  of 
MIS. 

Writers  who  call  MIS  will  be  referred 
to  scientists,  physicians,  nutritionists, 
engineers,  health  planners,  and  policy- 
makers who  have  agreed  to  offer  their 
expertise  for  better  informing  the  pub- 
lic, through  the  media,  about  health  is- 
sues. 

Public  relies  on  media 
National  studies  show  that  80  per- 
cent of  the  public  depends  on  the  media 
[or  information  on  such  matters  as  food 
and  drug  additives,  toxic  wastes, 
weight  loss,  pollution,  advances  in  med- 
icine, surgical  procedures,  and  new  in- 
surance policies  or  legislative  decisions. 

“The  explosion  of  health  news  in  re- 
cent years,  unfortunately,  has  led  to  in- 
formation overload,  inaccuracies,  and  a 
somewhat  confused  public,”  says  H. 
Lee  Dameshek,  MD,  president  of  the 
Allegheny  County  Medical  Society,  who 
serves  as  chairman  of  the  MIS  Advi- 
sory Board  for  Health  and  Medical 
News. 

“Bad  information  leads  to  bad  deci- 
sions by  the  public  and  a bad  reputation 
for  those  of  us  in  health  care  fields,”  he 
continues.  “MIS  allows  the  medical  pro- 
fession to  help  ensure  that  accurate  in- 
formation is  reaching  our  patients.” 
Journalists  can  call  MIS  and  describe 
the  type  of  information  they  are  seek- 
ing. The  MIS  staff— experienced  health 
and  media  personnel  searches  the  com- 
puter to  find  the  appropriate  individ- 
uals with  expertise  in  the  field  of  in- 
quiry. Reporters  are  given  the  names 
and  telephone  numbers  of  those  who 
represent  the  full  spectrum  of  positions 
on  the  health-related  stories  they  are 
covering.  The  writer  will  then  contact 
the  health  professional  directly. 

A recent  case  of  a radio  broadcaster 
who  needed  experts  on  teenage  suicide 
for  a talkshow  illustrates  how  MIS  op- 


erates. The  reporter  telephoned  MIS, 
gave  his  code  number  (available  free  of 
charge  to  media  representatives)  to  the 
operator,  placed  his  request,  and  gave  a 
deadline.  Within  a short  period  of  time, 
MIS  supplied  him  with  the  names,  ti- 
tles, and  telephone  numbers  of  a hand- 
ful of  experts. 

The  reporter  was  able  to  contact  clini- 
cal and  child  psychology  professors,  the 
director  of  a depression  program  at  a 
psychiatric  clinic,  and  several  child  psy- 
chologists directly.  The  health  profes- 
sionals were  willing  to  tape  comments 
or  conduct  telephone  interviews. 

Initial  information  important 

“The  potential  benefits  reaped  by  im- 
proved communication  between  the  me- 
dia and  allied  health  professions  are  ob- 
viously quite  significant,”  says  Dr. 
Dameshek.  “The  importance  of  having 
both  sides  of  a story  reported  initially  is 
imperative.  An  editorial  rebuttal  a day 
or  a week  later  can  never  carry  the  same 
impact  on  a lay  person  as  does  the  origi- 
nal ‘knockout’  punch  of  a large  front 
page  story.” 

Two  hundred  doctors  have  been  re- 
cruited from  the  Allegheny  County 
Medical  Society.  The  databank  has  ap- 
proximately 1000  members  now  and  is 
growing  rapidly.  The  names  of  these  ex- 
perts are  cross-referenced  in  the  com- 
puter databank  according  to  their  disci- 
pline, subdiscipline,  expertise,  and 
location.  These  sources  are  not  used  for 
any  purpose  other  than  referral  to  writ- 
ers seeking  information  and  comment. 

Expansion  planned 

MIS  has  been  operational  since  Octo- 
ber 1,  1984  and  now  serves  55  daily  and 
70  weekly  newspapers,  30  television 
stations,  and  135  radio  stations  in  30 
counties. 

The  plan  was  conceived  more  than  a 
year  ago  to  create  a series  of  databanks. 
Health  is  the  first  one.  As  funding  in- 
creases, plans  call  for  MIS  first  to  ex- 
pand across  the  state,  and  then  across 
the  nation  by  1986.  The  computer  data- 
bank also  will  expand  to  include  busi- 


The  author  is  a free  lance  writer/editor  based 
in  Harrisburg. 


ness,  labor,  educational,  and  economic 
news  sources. 

Media  Information  Service  receives 
financial  support  from  the  Alcoa  Foun- 
dation, Allegheny  County  Medical  Soci- 
ety, Blue  Cross  of  Western  Pennsylva- 
nia, Eden  Hall  Foundation,  Heinz 
U.S.A.,  H.J.  Heinz  Company  Founda- 
tion, Pittsburgh  Courier,  Pittsburgh 
Post-Gazette,  Westinghouse  Electric 
Fund,  and  the  William  Randolph 
Hearst  Foundation. 

The  major  goal  of  MIS  is  to  improve 
communications  between  journalists 
and  members  of  the  medical  educa- 
tional, corporate,  and  government  com- 
munities. It  is  an  instrument  for  get- 
ting accurate  health  information  to  the 
public.  “The  support  of  local  medical 
experts  is  essential  to  the  operation  of 
the  service,”  Dr.  Dameshek  said.  “It  is 
a simple  and  positive  way  to  show  the 
medical  profession’s  commitment  to  the 
dissemination  of  accurate  and  up-to- 
the-minute  medical  information.” 

For  more  information,  contact  the  ex- 
ecutive director  of  MIS,  Dorie  Bower, 
1201  Commonwealth  Building,  316 
Fourth  Avenue,  Pittsburgh,  PA  15222. 
Effective  January  20,  the  MIS  toll-free 
number  is  800-MIS-9600. 


Medical  card  introduced 

The  MBC  CHARGECARD,  a new 
credit  card  specifically  designed  for  the 
payment  of  health  care  bills,  is  being 
marketed  in  Indiana  and  Ohio  prior  to 
its  national  introduction. 

Currently  health  insurance  covers 
only  80  percent  of  medical  costs,  and  de- 
ductibles and  coinsurance  payments  are 
increasing.  The  MBC  CHARGECARD 
provides  flexible  financing  for  those  ex- 
penses not  covered  by  insurance,  allow- 
ing health  care  payments  to  be  spread 
over  time  and  within  a budget. 

In  the  introductory  markets,  re- 
sponse from  the  public  and  those  in  the 
health  care  field— hospitals,  physicians, 
dentists,  optometrists,  etc.— has  been 
positive.  For  additional  information, 
write  to  Patricia  Beck,  Vice  President 
of  Marketing,  Medical  Bankcard  Corpo- 
ration, PO  Box  50406,  Indianapolis,  In- 
diana. Or  call  (317)  845-1375. 
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Hospitals'  rate  of  increase  in  spending  down 


Results  of  a survey  released  by  the 
Hospital  Association  of  Pennsylvania 
(HAP)  show  the  rate  of  increase  in 
spending  by  hospitals  in  Pennsylvania 
is  falling. 

According  to  the  survey,  which  was 
conducted  by  the  association’s  Hospital 
Research  Foundation  in  cooperation 
with  five  regional  hospital  councils, 
state  hospitals’  expenses  increased  by 
7.4  percent  during  the  period  from  July 
to  December  1983.  This  represents  a de- 
cline from  recent  years  when  the  aver- 
age rate  of  annual  increase  was  about 
15  percent. 

HAP  president  John  A.  Russell  said 
the  decline  is  evidence  that  hospitals 
have  responded  positively  to  a variety 
of  initiatives  to  contain  health  care 
costs  from  government,  business,  and 
insurers.  “Last  year,  the  association  de- 
termined that  hospitals  were  projecting 
budget  increases  between  7 and  8 per- 
cent for  fiscal  year  1984.  Current  data 
indicate  that  actual  spending  during 
the  first  six  months  of  the  fiscal  year 
was  indeed  in  line  with  early  projec- 


tions,” he  said. 

Russell  said  the  slowing  of  the  rate  of 
increase  in  hospital  spending  in  part 
may  be  due  to  government  limits  on  the 
amount  of  payment  per  case  for  Medi- 
care patients.  Another  contributing  fac- 
tor, according  to  Russell,  was  prepara- 
tion for  government  cutbacks  this  year 
under  the  new  prospective  payment 
system,  instituted  for  Medicare  and 
Medical  Assistance  patients  at  most 
Pennsylvania  hospitals  on  July  1. 

In  addition  to  government  programs 
for  reducing  costs,  hospitals  are  helping 
develop  a more  competitive  health  care 
marketplace  by  making  changes  in  the 
way  patients  are  treated,  Russell  said. 
“Hospitals  are  performing  more  surgi- 
cal procedures  on  an  outpatient  basis, 
emphasizing  less  acute  forms  of  care, 
such  as  home  care,  increasing  the  use  of 
preadmission  testing,  and  encouraging 
early  discharge,”  he  said.  The  net  effect 
of  these  changes  has  been  a significant 
reduction  in  the  use  of  inpatient  hospi- 
tal services  throughout  Pennsylvania. 

The  HAP  survey  results  show  the 


number  of  patient  days  in  Pennsylvania 
(excluding  newborns)  fell  almost  5%, 
and  the  number  of  patients  admitted  to 
hospitals  declined  0.8%  compared  to 
the  same  period  the  previous  year. 

Russell  claimed  a seven  point  plan  for 
containing  health  care  costs  in  Pennsyl- 
vania, developed  by  HAP  in  conjunc- 
tion with  a coalition  of  business,  labor, 
health  care,  and  insurance  representa- 
tives, will  contribute  to  continued  re- 
ductions in  the  rate  of  increase  in 
hospital  spending.  The  Pennsylva- 
nia Chamber  of  Commerce  recently 
adopted  this  plan,  which  includes  rec- 
ommendations for  controlling  utiliza- 
tion, developing  alternative  delivery 
systems,  providing  health  care  data, 
cutting  costs  of  defensive  medicine,  and 
restructuring  the  Medical  Assistance 
program. 

“Hospitals  are  adapting  to  a new  era 
in  health  care,”  said  Russell,  adding 
that  this  is  “a  difficult  transitional  pe- 
riod, marked  by  falling  patient  loads, 
new  payment  methods,  and  dramatic 
shifts  in  the  way  patients  are  treated.” 


Bishop  White 
Lodge  at 


Health  care  with  an  independent 
life  style. 

Assisting  an  individual,  who  requires  intermediate  or  skilled 
medical  rare  to  achieve  his  or  her  level  of  independence 
takes  many  techniques.  From  physical  therapy  to  visits  by 
youngsters,  this  vast  array  of  services  involves  volunteers, 
Cathedral  Village  residents  and  our  professional  staff  The 
result  is  that  spark  of  independence  which  adds  even  more 
meaning  to  the  word  "life  in  our  life  care  concept 

Call  or  write  about  direct  admission  on  a short-  or  long-term, 
or  life  care  basis. 

600  East  Cathedral  Road  Philadelphia,  PA  19128 
(215)  487-1300 

Nonprofit.  Nondenominational.  Responsible  to  the  Episcopal  Diocese 
of  Pennsylvania. 


YOUR  BILLING  STAFF  NEEDS  TRAINING 

Your  clerical  staff  is  probably  like  most  — inade- 
quately trained  in  how  to  do  your  billing  and  collec- 
tions properly.  Because  they  were  "taught"  by 
someone  who  was  never  taught  properly,  who  was 
also  "taught"  by  someone  who  was  never  taught 
properly,  etc.  etc.,  you  are  now  losing  money  to  which 
you  are  entitled. 

We  are  now  conducting  "BILLING  AND  ACCOUNTS 
RECEIVABLE  MANAGEMENT  IN  THE  PHYSICIAN'S 
OFFICE",  a special  one-day  course  for  your  billing 
clerks,  receptionists,  office  managers  — anyone  in  your 
office  whom  you  wish  to  better  educate.  Course  fee  is 
$95.00. 

Mail  us  the  inquiry  coupon  below  and  we  will  forward 
to  you  a complete  course  outline  and  a list  of  course 
dates  from  which  to  choose. 


Please  send  me  information  on  "BILLING  AND  AC- 
COUNTS RECEIVABLE  MANAGEMENT  IN  THE 
PHYSICIAN'S  OFFICE"  (Course  No.  84001). 

Name 

Address 


ADVANCE  MANAGEMENT  INSTITUTE,  One  Bala 
Avenue,  Suite  3H,  Bala  Cynwyd,  PA  19004. 


Pennsylvania  Medicine,  January  1985 


18 


Will  your  professional 
liability  insurance  be  there 
when  you  need  it? 

[T  WILL  IF  YOU’RE  A PMSLIC  INSURED 


There  simply  is  no  substitute  for  QUALITY  and,  frankly  real  QUALITY  doesn’t  come 
heap! 

The  famous  British  author  John  Ruskin  put  it  so  succinctly  a century  ago: 

The  common  law  of  business  balance  prohibits  paying  a little  and 
getting  a lot.  It  can’t  be  done. 

If  you  deal  with  the  lowest  bidder,  it  is  well  to  add  something  for  the 
risk  you  run  and  if  you  do  that,  you  will  have  enough  to  pay  for  something 
better. 

Today  PMSLIC  insures  more  than  6,200  practicing  physicians  in  Pennsylvania,  with 
. wide  range  of  coverage  options  and  accommodations  available,  and  PMSLIC  operates 
•n  less  money  than  most  companies  set  aside  for  profit.  You  get  more  for  your  premium 
lollar  with  a company  which  is  not  for  profit  and  which  is  owned  and  directed  by 
>racticing  physicians. 

You  deserve  the  peace  of  mind  you’ll  get  in  knowing  that  your  PMSLIC  insurance 
vill  be  there  when  you  need  it.  If  you’re  presently  a policyholder,  stay  with  us.  If 
rou’re  not,  it’s  time  to  come  aboard. 


I'd  like  to  know  more  about  PMSLIC. 

Physician  control: 

The  PMSLIC  difference 

Name 

PMSLIC  is  owned  and  directed  by  physicians 
like  yourself.  That’s  the  "PMSLIC  difference.” 

Address 

Find  out  what  that  difference  means — and 
how  it  can  work  to  the  benefit  of  your  own 
practice.  Fill  out  the  coupon  and  send  it  in 
today  Or  phone,  toll-free:  1-800-445-1212. 

Pennsylvania  Medical  Society 
Liability  Insurance  Company 

P.O.  Box  303  Lemoyne,  PA  17043 

practice  management 

How  your  practice  can  cope  with  change 


Leif  C.  Beck,  LLB,  CPBC 
Geoffrey  T.  Anders,  JD,  CPA,  CPBC 
Dorothy  R.  Sweeney 

While  much  is  written  these  days 
about  the  future  of  medical  prac- 
tice, many  physicians  ignore  clear  indi- 
cations of  change.  This  may  be  under- 
standable because  their  practices  are 
now  clinically  and  financially  reward- 
ing. After  all,  who  wants  to  give  up  a 
good  thing  merely  because  of  predic- 
tions that  things  may  change?  “If  it 
ain’t  broke,  don’t  fix  it,”  goes  a popular 
saying. 

That  saying  may  be  fine  for  the  doc- 
tor who  is  ready  to  retire;  he  can  proba- 
bly ride  out  the  era  of  change,  though 
quite  possibly  with  a declining  income, 
for  five  to  ten  years.  If,  however,  he  is  a 
doctor  who  wants  to  continue  practic- 
ing successfully  for  many  years  to 
come,  he  must  consider  the  changes  in 
medical  practice. 

In  other  words,  the  best  way  to  man- 
age change  is  to  anticipate  it.  This  is  ab- 
solutely essential  advice  for  physicians 
who  want  their  practices  to  survive  in- 
definitely. 

General  conditions 
With  this  background,  here  are  our 
views  on  the  direction  of  medical  prac- 
tice. They  are  not  comforting  to  doctors 
who  are  emotionally  or  financially  com- 
mitted to  the  way  things  have  been,  but 
we  believe  these  directions  are  unalter- 
able. 

Capacity  to  pay  We,  as  a nation,  can  no 
longer  afford  the  level  of  health  care 
which  the  public  has  come  to  expect. 
The  entitlement  thinking  of  the  1960s, 
when  the  nation  seemed  wealthy 
enough  to  afford  all  sorts  of  benefits, 
has  shifted  to  the  1980s,  when  our  na- 
tional wealth  has  essentially  levelled 
off.  Health  care  is  caught  within  this 
overriding  economic  climate. 

Thus,  we  have  seen  the  beginnings  of 
approaches  designed  to  limit  health- 
care expenditures.  DRGs  and  the  re- 
cently enacted  freeze  on  physicians’ 
Medicare  fees  are  clear  examples  of 
such  efforts,  as  is  governmental  sup- 
port of  alternative  delivery  systems 
such  as  HMOs. 

And  who  knows  what  will  be  the 


next,  possibly  much  more  permanent, 
proposed  solutions  to  the  economic 
squeeze.  Perhaps  capitation  (payment 
per  patient  rather  than  per  procedure) 
will  be  imposed  on  doctors’  services. 
Perhaps  uniform  fee  schedules  will  be 
imposed  by  the  federal  government  or 
by  insurers  and  employers,  just  as  we 
are  already  encountering  a national 
schedule  of  lab  fees. 

We  consider  one  development  nearly 
certain.  The  fees  paid  for  noncognitive 
procedures  will  decrease  significantly, 
as  virtually  all  segments  of  society 
seem  to  agree  that  procedure  fees  are 
far  too  high.  Open  heart  surgery,  intra- 
ocular lens  implantations,  cardiac  cath- 
eterization, and  fiberoptic  procedures 
are  examples  of  “overpriced”  services. 

Governmental  pressures  Many  people 
predict  a continued  growth  in  govern- 
mental regulation  of  private  medical 
practice.  We  expect  the  government  to 
direct  its  efforts  toward  creating  the 
conditions  that  will  make  medicine  less 
economically  rewarding.  DRGs,  fee 
schedules,  HMO  support,  and  “all  pay- 
ers” limits  on  reimbursement  levels  are 
not  so  much  regulation  as  they  are  pres- 
sures on  practice  economics. 

Regardless  of  what  one  calls  it,  how- 
ever, government  is  the  big  daddy  di- 
rectly and  indirectly  influencing  doc- 
tors’ incomes.  There  is  little  hope  of 
effectively  curbing  that  influence  by 
court  action,  for  physicians  hardly  have 
a constitutional  right  in  their  economic 
well-being.  If  government  can  regulate 
banks,  control  natural  gas  prices,  and 
impose  laws  on  corporate  take-overs— 
all  of  which  are  understood  to  be  for  the 
public’s  benefit— it  can  also  affect  medi- 
cal economics. 

Increasing  supply  These  restrictions  on 
the  demand  for  medical  services  come 
at  a time  of  tremendous  increase  in  the 
supply  of  those  services.  The  number  of 
physicians  in  practice  now  is  vastly 
higher  than  before,  and  the  predictions 
for  1990  provide  a still  higher  number. 

The  authors  are  the  principal  consultants  in 
The  Health  Care  Group,  Bala  Cynwyd. 


While  doctors  tended  to  dismiss  the  | 
projections  a few  years  ago,  almost  all 1 
of  them  now  see  the  continually  increas- 
ing number  of  colleagues— or  compet-l 
itors— in  their  specialties. 

Conflict  is  virtually  inevitable  at  the 
physician  level.  It  will  probably  result 1 
in  the  annihilation  of  some  ancillary 
medical  occupations  such  as  physi- 1 
cians’  assistants,  respiratory  thera- 1 
pists,  etc;  doctors  may  be  happy  to  do 
their  work  in  view  of  the  time  available 
and  the  need  for  income. 

Resulting  competition  Competition  | 
among  medical  providers  is  becoming 
greater.  The  pincers  of  a shrinking  pot 
invaded  by  a growing  number  of  fingers 
virtually  preordain  such  competition  no 
matter  how  noble  the  profession  may 
be. 

Much  of  the  competition  comes  from 
alternate  providers.  HMOs  are  spring- 
ing up  everywhere;  physicians  in  town 
after  town  discuss  how  to  cope  with 
them.  HMOs  now  have  some 
20,000,000  patients  and  are  predicted 
to  have  50,000,000  by  1993.  That’s  a lot 
of  patients  chopped  off  the  rolls  of  pri- 
vate practices. 

New  facilities,  such  as  urgicenters 
and  immediate  care  centers,  are  provid- 
ing a feature  important  to  consumers 
these  days— convenience.  They  are  do- 
ing quite  well,  and  some  practices  have 
been  badly  affected  by  the  expanded 
hours  and  aggressive  marketing  which 
nearby  facilities  feature. 

Hospitals  are  delving  more  and  more 
into  medical  practice  even  though  it 
may  be  technically  illegal.  In  their  bat- 
tle to  survive,  vertical  integration  of 
health-care  services  becomes  a possible 
salvation.  And  that  integration  puts 
hospitals  right  into  the  turf  of  physi- 
cians in  private  practice. 

But  a physician’s  main  competition 
comes  from  other  physicians.  Specialty- 
crossing abounds  as  doctors  seek  to 
provide  more  services  to  maintain  their 
incomes:  witness  allergy  and  facial  plas- 
tic surgery.  Advertising  by  physicians 
is  growing  and  will  continue  to  do  so. 
And  as  premier  groups  contract  for 
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PHILADELPHIA  G.  I.  GROUP 

Presents 

“COMMON  G.  I.  PROBLEMS  EMPHASIZING  MANAGEMENT” 

March  9,  1985 
Marriott  Motor  Hotel 

City  Line  Ave.  at  Monument  Rd.,  Philadelphia,  Pa. 

8:30  - 9:00  Registration  and  coffee 

9:00  - 10:30  Pancreatitis— Moderator:  Frank  P.  Brooks,  M.D. 

J.J.  Deren — Newer  Diagnostic  Tests  S.  Peikin — Chronic  Rx 

R.  Fisher— Acute  Rx  J.L.A.  Roth— Pseudocysts  Rx 


10:30-10:45  Coffee 


10:45  - 12:15  Interventional  Endoscopic  Therapy— Moderator:  William  H.  Mahood,  M.D. 

N.N.  Cohen— Rx  of  Stricture  of  B.  Krevsky— Laser  Therapy 

Upper  G.l.  Tract 

A.J.  DiMarino— Varix  Rx  W.B.  Long— Rx  of  Biliary  Dyskinesia 

12:15-  1:30  Lunch 

1:30-  3:00  Liver  Topics — Moderator:  Ralph  M.  Myerson,  M.D. 

G.D.  Benson— Non  Alcoholic  Fatty  Liver  R.D.  Soloway— Rx  Chronic  Hepatitis 
F.  Goldstein— Acalculous  Cholecystitis  J.  Watkins— Drugs  & Chronic  Liver  Disease 


3:00-  3:15  Coffee  and  Coke 

3:15-  4:45  Infectious  Diarrhea— Moderator:  Barbara  B.  Frank,  M.D. 

V.P  Dinoso — Travelers  W.H.  Lipshutz — Gay  Bowel 

I.S.E.  Gibbons— Pediatric  W.  Rubin— Pseudo  Membranous  Colitis 


American  Academy  of  Family  Physicians  6 hours 

Pennsylvania  Academy  of  Family  Physicians  6 hours 

AMA  Physicians’  Recognition  Award— Category  I 6 hours 

American  College  of  General  Practitioners  in 
Osteopathic  Medicine  and  Surgery — Class  II  6 hours 


REGISTRATION:  $65.00  Physicians  in  Training:  $20.00 

Luncheon  & Syllabus  Included  G-l-  Assistants:  $20.00 


MAIL  CHECK  PAYABLE  TO  “PHILADELPHIA  G.l.  GROUP”  TO: 
Norman  N.  Cohen,  M.D.,  P.C.,  Program  Chairman 
Fitzgerald  Mercy  Hospital  Mercy  Catholic  Medical  Center 

Darby,  Pennsylvania  19023 
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Geisinger  Medical  Center 

Continuing  Education  Programs 

Concepts  in  Clinical  Practice  1985 

Topics  in  Otolaryngology 

Neonatal  Respiratory  Care  Update 

February  8,  9,  10,  1985 

April  18,  1985 

May  8,  1985 

Danville  Sheraton  Inn 

9 a.m.  to  5 p.m. 

9 a.m.  to  5 p.m. 

Poison  Update 

Chest  Medicine  1985 

2nd  Annual  Neuro-Ophthalmology  Seminar 

March  20,  1985 

April  24,  1985 

May  11,  1985 

9 a.m.  to  5 p.m. 

9 a.m.  to  5 p.m. 

9 a.m.  to  1 p.m. 

Ophthalmology  Update 

Geriatric  Rehabilitation: 

Current  Concepts  in  OB/GYN 

April  13,  1985 

Workshops  & Lectures 

May  15,  1985 

9 a m.  to  1 p.m. 

April  26  & 27,  1985 

9 a.m.  to  5 p.m. 

Dermatology  Topics  for 

Impotence  and  Endourology 

General  Practitioners 

May  1 , 1985 

April  17,  1985 
9 a.m.  to  5 p.m. 

1 p.m.  to  5 p.m. 

As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger  Medical  Center  certifies  that  these  activities 
meet  the  criteria  for  credit  hours  in  Category  1 of  the  Physicians  Recognition  Award  of  the  American  Medical  Association. 
Starting  times  listed  are  approximate.  Please  refer  to  each  individual  program  flyer  for  registration  fees,  starting  times,  and 

number  of  credit  hours. 

For  further  information  or  for  copies  of  individual  programs,  call  Sharon  Hanley,  Program  Registrar,  collect  at  (717)  271-6692. 
There  is  a 24  hour  answering  service  available.  You  may  also  write  to  her  at  120  Pleasant  St.,  Danville,  PA  17822. 

bulk  patient  care  (discussed  later),  the 
patients  gained  are  lost  by  other  pri- 
vately practicing  doctors. 

Antitrust  law  Medicine  has  entered  the 
business  world  enough  to  be  the  hot 
topic  in  antitrust  law.  Medical  staff  ad- 
mission and  privileges  are  vital  issues 
for  doctors  on  both  sides— both  the 
“ins”  and  those  who  seek  to  be  “in.”  A 
handful  of  antitrust  cases  in  Pennsylva- 
nia are  widely  known  to  lawyers  and 
physicians.  Millions  of  dollars  in  legal 
fees  are  involved,  as  well  as  untold  po- 
tential liability  if  they  are  ultimately  de- 
cided in  favor  of  the  plaintiffs  involved. 

Even  though  hospitals  are  codefend- 
ants in  these  various  lawsuits,  physi- 
cians themselves  may  be  at  risk.  In 
fact,  if  medical  staffs  may  be  held  liable 
separately  from  their  hospitals,  it  be- 
comes essential  legally  to  separate  and 
incorporate  the  staffs.  Doctors  can  no 
longer  hide  behind  the  hospital’s  skirts. 

Antitrust  law  arises  in  practice  situa- 
tions outside  of  the  hospital  as  well.  For 
example,  while  we  have  participated  in 
more  group  mergers  than  ever  before, 
some  of  these  joinders  touch  as  yet  ill- 
defined  antitrust  rules  as  they  might 
apply  to  health  care.  And  yet  antitrust 
suits  are  so  expensive  and,  if  lost,  so  ec- 
onomically devastating  that  doctors 
cannot  take  chances.  Physicians  are  in 


the  big  leagues  of  business  when  those 
laws  are  involved. 

Our  prescriptions 

.What  should  the  currently  successful 
practicing  physician  do?  Except  for 
those  who  elect  to  ride  their  practices 
out  for  five  or  ten  years,  probably  with 
declining  patient  volume  as  they  move 
to  retirement,  we  believe  doctors  should 
take  a positive  approach:  The  best  way 
to  manage  change  is  to  anticipate  it. 

The  changed  conditions  offer  oppor- 
tunities as  well  as  problems.  In  the  air- 
line and  steel  industries,  some  compa- 
nies are  suffering  and  even  dropping 
out  while  others  take  advantage  of  the 
conditions.  The  same  is  true  in  medi- 
cine. Some  practices  are  growing  and 
prospering  despite  the  conditions.  They 
have  adapted  to  the  changed  game 
while  still  giving  the  same  high  quality 
medical  care. 

Here  are  some  of  the  things  we  be- 
lieve are  essential  for  such  success. 

Business  planning  Doctors  tend  to  re- 
sist the  idea  that  business  planning 
makes  sense  in  their  professional  prac- 
tices. It  cannot  be  disregarded,  and  it 
cannot  be  done  half-heartedly. 

The  first  part  of  business  planning  is 
to  identify  some  primary  goals  and  how 
they  fit  into  both  present  structure  and 
projected  financial  resources.  The  goals 


cannot  be  too  broad.  It  is  necessary 
these  days  to  establish  priorities  even  if 
other  areas  must  be  abandoned.  For  ex- 
ample, internists  may  have  to  choose 
whether  they  are  primary-care  doctors 
or  referral  specialists;  it  is  becoming 
harder  to  be  in  both  camps  and  prosper 
in  either  one. 

The  members  of  a practice  must  come 
to  some  reasonable  consensus  on  the  es- 
tablished goals.  In  a solo  practice,  at 
least  the  manager  and  key  staff  mem- 
bers should  accept  the  goals,  while  all 
physician-members  of  a group  practice 
should  be  comfortable  with  the  major  ; 
directions.  Those  who  are  unwilling  to 
accept  and  to  work  within  the  business 
plan’s  goals  should  probably  not  stay 
with  that  doctor  or  group. 

Second,  from  the  broadly  stated  plan 
should  come  specific  strategies  to  be 
followed  to  achieve  the  goals.  For  exam-  | 
pie,  what  steps  will  be  taken?  Moving 
the  office?  Replacing  certain  personnel? 
Opening  a satellite  office?  And  on  what 
timetable? 

As  an  example  of  this  second  phase  of 
business  planning,  we  recently  followed 
up  on  a survey  we  had  taken  for  a large 
group  practice.  The  managing  partner 
reported  that  the  group  had  identified 
six  primary  goals  and  then  set  out  over 
sixty  specific  actions  to  be  taken.  The 
likelihood  of  achieving  their  goals 
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PEOPLE 

UNDERSTAND  YOUR  PRACTICE 


Talk  to  us  about  how  the  following  will  impact 
on  your  practice  automation  needs: 


• October  1— Medicare  participation  agreements 

• January  1— Changes  in  Blue  Shield  (HCPCS)  coding 

• DRGs— Short  and  long-term  effects 


Solutions  for 
Physicians 


FORTUNE 

SYSTEMS 

It  outthmks  other  computers 
because  it  was  thought  out  better. 


BEYOND  SOLUTIONS 


Oak  Hill  Plaza,  200  North  Warner  Road,  King  of  Prussia,  PA  19406  (215)  265-0880 


should  be  distinctly  greater  with  that 
60-item  action  plan  in  place. 

Market  share  Given  the  competitive 
threats  and  the  uncertainties  for  the 
next  few  years,  we  are  urging  an  empha- 
sis on  “market  share”— a practice’s  vol- 
ume of  patients  measured  against  the 
total  available  volume.  This  is  not  the 
time  to  lose  patients.  The  next  few 
years  will  be  tolerable  mainly  for  those 
doctors  who  have  a large  market  share. 
A large  number  of  patients  will  enable  a 
practice  to  keep  its  income  up  if  fees  be- 
gin to  drop.  And  if  the  system  shifts 
over  to  a capitation  basis— payment  per 
patient,  more  patients  means  a greater 
income.  As  doctors  and  groups  negoti- 
ate with  hospitals,  HMOs,  and  directly 
with  employers,  a larger  volume  prac- 
tice should  translate  to  greater  negoti- 
ating strength. 

Therefore,  even  if  a physician  must 
accept  a lower  fee  on  some  current  pa- 
tient work,  the  lesser  payments  may  be 
preferable  to  losing  those  patients— to 
losing  market  share.  We  generally  favor 
participation  in  HMOs  and  PPOs  as  a 
means  of  holding  on  to  patients  rather 
than  ceding  the  work  to  others.  We  also 
encourage  participation  in  Medicare  un- 
less the  financial  circumstances  are  too 
adverse.  Doctors  who  elected  not  to 
participate  now  face  the  double  risk  of 
adverse  publicity  and  a possible  de- 
crease in  patients. 

Marketing  emphasis  The  entire  field  of 
marketing  has  become  a key  element  in 
medical  practice.  Marketing  encom- 
passes more  than  public  relations  and 
advertising.  It  involves  attention  to 
business  from  the  consumer’s  point  of 
view. 

One  attribute  of  successful  business 
corporations  is  that  they  are  “consumer 
driven.”  They  anticipate  and  sell  what 
the  consumer  wants  and  needs,  rather 
than  selling  what  they  (the  sellers)  want 
to  sell.  Most  major  new  products  and 
services  originate  this  way— from  iden- 
tifying the  potential  buyer’s  prefer- 
ences, rather  than  the  seller’s  interests. 

But  how  does  being  consumer  driven 
apply  to  physicians?  As  one  example, 
we  believe  that  health-care  consumers 
are  in  large  part  business  employers,  la- 
bor unions,  insurance  companies,  and 
the  government— not  individual  pa- 
tients. These  organizations  are  purchas- 
ing most  of  the  health  care  which  physi- 
cians provide  to  patients.  The  one  thing 
these  major  purchasers  must  have  is  a 
controllable,  definable  cost  structure, 
consistent  with  quality  service. 


Unfortunately,  physicians  notori- 
ously have  resisted  adapting  to  this 
need,  equating  cost  controls  and  fee  re- 
straints with  compromises  on  quality  of 
care.  The  better  approach  would  be  to 
seek  ways  the  big  purchasers  can  be  as- 
sured about  their  expense  levels  while 
maintaining  an  emphasis  on  quality.  If 
this  means  that  a doctor  or  group  ac- 
cepts less  than  a full  fee  for  services  in 
order  to  maintain  a larger  block  of  pa- 
tients, that  should  be  a good  step. 

Another  example  involves  a demo- 
graphic characteristic— sometimes 
called  the  “nocturnal  market.”  Goods 
and  services  are  increasingly  being  de- 
manded outside  the  traditional  “9  to  5” 
hours.  The  banking  industry  has  recog- 
nized this  characteristic  in  a unique 
way,  establishing  automated  teller  ma- 
chines which  make  bank  services  avail- 
able 24  hours  a day,  seven  days  a week. 
Physicians,  however,  are  only  now  be- 
ginning to  shift  to  evening  and  weekend 
office  hours.  Not  being  consumer 
driven,  private  practitioners  have  pre- 
ferred office  hours  that  suited  their 
busy  lives,  and  until  recently  they  have 
been  able  to  call  the  tune. 

Group  practice  Unfortunately,  we  do 
not  see  solo  practice  as  the  way  to  cope 
with  change  over  the  long  run.  We  pre- 
dict that  there  will  be  significantly 
fewer  solo  and  small  group  (two  to  five 
doctors)  practices  ten  years  from  now. 

The  trend  towards  larger  practices, 
both  single  and  multispecialty,  is  al- 
ready apparent.  Groups  can  better  allo- 
cate physician  time  to  early  mornings, 
late  evenings,  weekends,  and  holidays; 
one  physician  simply  cannot  be  avail- 
able all  the  time,  but  a ten-doctor  group 
easily  can  provide  convenience  center 
hours. 

The  larger  group  also  can  spend  dol- 
lars more  meaningfully.  It  can  afford  to 
hire  a high-salaried  administrator  with 
an  MBA  to  help  steer  it  through  com- 
plex contract  negotiations.  It  can  pur- 
chase state-of-the-art  medical  equip- 
ment to  keep  it  on  the  cutting  edge  of 
its  specialty.  And  it  can  maintain  a 
large  enough  budget  for  public  relations 
and  advertising  to  bring  in  additional 
patients.  Solos  spending  small  amounts 
may  be  unable  to  dent  the  ad  market. 

We  expect  groups  to  jump  in  size 
from  three  to  six  doctors  to  10  or  15 
members  in  just  the  next  few  years.  But 
all  the  practices  in  a service  area  cannot 
grow.  In  fact,  the  opportunities  to  es- 
tablish the  described  advantages  proba- 
bly will  arise  just  once  in  each  specialty 
in  each  community.  Once  a group  has 


done  so,  there  probably  will  not  be  room 
for  its  competitors  to  adapt. 

Physician  leadership  One  factor  in  prac- 
tice  management  never  changes. 
Whether  the  practice  is  large  or  small, 
there  must  be  effective  leadership  at 
the  physician  level.  Success  emanates 
from  a doctor-owner’s  ability  to  set  the 
proper  tone  for  the  entire  practice.  Con- 1 
versely,  every  failure  or  weakness  is, 
and  should  be,  the  fault  of  the  practice’s 
CEO— its  chief  executive  officer,  the 
doctor  in  charge. 

For  the  solo  practitioner,  he  or  she 
first  must  identify  the  practice’s  char- 
acteristics and  assure  that  everyone 
concerned  will  conform  to  them.  This 
CEO-physician  must  create  a consis- 
tent atmosphere  so  the  lay  staff  will  act 
according  to  the  selected  goals.  Plan- 
ning and  strategy  are  useless  if  the 
doctor-leader  cannot  or  will  not  cause 
all  concerned  to  act  consistently  with 
the  business  plan. 

Group  practices,  even  if  composed  of 
just  two  or  three  doctors,  require 
strong  and  capable  leadership  to  accom- 
plish what  is  within  reach.  The  most  de- 
sirable structure  provides  for  a single 
CEO,  just  as  in  other  businesses.  In 
some  practices,  however,  where  no  sin- 
gle physician-member  fits  the  CEO  slot, 
a different  leadership  model  may  be  nec- 
essary. This  usually  will  be  a two  or 
three-doctor  executive  committee  spe- 
cifically authorized  to  act  as  one  indi- 
vidual. 

Businesses  do  not  survive  these  days 
without  good  leadership,  and  medical 
practice  is  becoming  less  unlike  other 
businesses.  Practices  wishing  to  adapt 
to  the  changing  scene  need  a strong 
leader— usually  a CEO— in  order  to 
cope. 

Conclusion 

As  described,  the  circumstances  for 
privately  practicing  physicians  are  less 
favorable  than  at  any  time  in  the  past 
twenty  years.  The  health-care  industry 
is  not,  however,  alone  in  encountering 
new,  rapidly  changing  problems.  As  in 
other  business  situations,  these  prob- 
lems create  opportunities,  as  well  as  an- 
noyances. Thus,  we  see  some  doctors 
making  their  practices  prosper  within 
the  parameters  of  quality  patient  care 
by  being  alert  to  circumstances  and  ap- 
plying modern  management  skills  to 
take  advantage  of  them. 

These  successful  practices  realize  the 
best  way  to  manage  in  a changing  envi- 
ronment is  to  anticipate  and  face  the 
change  head-on.  □ 
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Hearts  Content 


Ativan*  (lorazepam):  Effective  relief  of  anxiety 
without  cardiovascular  or  respiratory  depression 


In  seven  common-protocol,  double-blind  studies  (212  patients  on  placebo,  211  on  Ativan) 
the  patients  on  Ativan  were  found  to  have  statistically  significant  relief  of  moderate  to 
severe  anxiety  associated  with  cardiovascular  disorders*  with  no  significant  changes  in  vital 
signs  or  serious  adverse  reactions  noted.  Further,  tests  with  Ativan  in  healthy  volunteers 
produced  no  appreciable  cardiovascular  or  respiratory  effects.  Of  added  benefit  to  the 
elderly,  clearance  of  Ativan  is  not  significantly 
affected  by  age  or  liver  dysfunction. 


*Benzodiazepines  have  not  been  noted  to  be  of  benefit 
in  treating  the  cardiovascular  component. 

See  important  information  on  following  page. 


Ativan 


lorazepam)® 


Wyeth  Laboratories 

1 Philadelphia.  PA  19101 
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Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 
~ ^ or  tension  associated  with  stress  of  everyday  life  usually  does 

not  require  treatment  with  an  anxiolytic. 

Bfectiveness  in  long-term  use,  i e . more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma 

^ Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all 
CNS-actmg  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 
Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Addiction-prone  individuals, 
eg  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months. 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 
For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1 25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day)  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.l  disease  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 

CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
FREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits  Occa- 
sional anomalies  (reduction  of  tarsals.  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%).  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety 
Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been- taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  US  P Usefulness  of  dialysis  has  not  been  determined 


c Ativan 

fORjlorazopam) 

Anxiety 


DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 
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in  my  opinion 


Are  we  losing  Einsteins? 

Given  the  enormity  and  ubiquity  of  the  use  of  marijuana,  I 
wish  to  utilize  this  forum  to  bring  some  rather  recent  find- 
ings to  the  attention  of  the  medical  community.  (The  source 
of  the  data  is  a lecture  by  Dr.  Wharton  in  Audio  Digest  Psy- 
chiatry, November  1983,  “The  Great  Stoned  Age.”) 

The  early  papers  on  marijuana  were  the  results  of  studies 
done  in  the  1960s,  when  the  use  of  THC  became  widespread. 
The  potency  of  the  marijuana  available  at  that  time  was 
about  one-tenth  that  in  use  today. 

In  one  study,  a group  of  seasoned  airline  pilots  were  given 
a flight  plan  and  permitted  to  practice  on  a flight  simulator 
until  they  were  completely  familiar  with  it.  They  were  then 
each  given  one  marijuana  cigarette  and  asked  to  repeat  the 
performance.  Each  pilot  made  at  least  one  fatal  error.  It  ap- 
pears that  marijuana  interferes  with  the  capacity  to  organize 
and  coordinate  multiple  data  inputs  simultaneously. 

In  another  study,  a group  of  40  mathematicians  was  given 
a number  of  very  complicated  mathematical  problems.  Only 
twelve  of  the  group  were  able  to  solve  all  of  the  problems. 
These  twelve  were  then  given  one  marijuana  cigarette  three 
times  a week  for  three  months  (very  mild  use  by  today’s 
standards).  After  three  months,  they  were  again  given  the 
same  problems.  None  of  the  twelve  were  able  to  solve  the 
problems  they  once  had  solved  before. 

Three  months  later  they  again  failed  to  solve  the  prob- 
lems. They  have  been  tested  at  intervals  and  it  is  now  more 
than  five  years  since  the  experiment,  and  none  has  regained 
the  capacity  to  solve  the  problems. 

The  significance  of  the  latter  study  is  alarming,  since  it 
indicates  that  even  moderate  use  of  marijuana  may  perma- 
nently impair  the  highest  levels  of  abstract  thinking.  We 
may  already  have  lost  many  of  the  Einsteins,  Flemings  and  I 
Salks  of  the  next  generation. 

It  is  time  that  medical  scientists  make  every  effort  to  keep 
themselves  well  informed  about  the  effects  of  mind-altering 
substances  and  on  this  basis  speak  out  authoritatively  to  the 
public. 

Abraham  J.  Twerski,  M D i 
Pittsburgh 

Dr.  Twerski's  opinion  is  reprinted  from  the  Bulletin  of  the  Allegheny 
County  Medical  Society,  of  which  he  is  past  president.  The  author  of 
several  books  and  numerous  articles,  he  is  director  of  psychiatry  at 
St.  Francis  General  Hospital 

Future  meeting  notes 

PMS  Board  of  Trustees/Society  Headquarters,  Lemoyne/Wednesday, 
January  16-March  30-May  15-September  18,  1985 

PMS  Leadership  Conference/Hershey  Lodge/Hershey/Wednesday, 
April  17  to  Thursday,  April  18,  1985 

Pennsylvania  Medical  Society  House  of  Delegates/Bellevue  Stratford 
Hotel/Philadelphia/Friday,  October  25  to  Sunday,  October  27,  1985 

American  Medical  Association  Annual  Meeting/Marriott  Hotel/ 
Chicago/Sunday,  June  16  to  Thursday,  June  20,  1985 

American  Medical  Association  Interim  Meeting/Sheraton  Washington 
Hotel/Washington,  DC/Sunday,  December  2 to  Wednesday,  De- 
cember 5 
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UNKNOWN 


“Cancer  is  a group  of  diseases 
characterized  by  uncontrolled  growth  and 
invasion  of  tissues  of  the  host.” 


Cancer  is  a group  of  serious  diseases 
accounting  for  20-25%  of  all  deaths 
in  the  United  States.  Marked  geo- 
graphic variation  in  cancer  rates  world- 
wide and  changes  in  the  rates  among 
migrants  towards  the  level  in  the  new 
area  suggest  that  most  cancer  is  caused 
by  environmental  agents. 

Some  trends  in  cancer  rates  are  visi- 
ble. Since  the  1930s,  the  overall  cancer 
death-rate  in  the  United  States  has 
been  increasing  for  males  and  decreas- 
ing for  females.  However,  if  lung  cancer, 
90%  of  which  is  attributable  to  ciga- 
rette smoking,  is  deleted  from  the  over- 
all rates,  the  rates  are  declining  in  both 
sexes.1  Doll  and  Peto2  have  reported 
similar  results  if  all  cancers  attributable 
to  smoking  (mouth,  pharynx,  larynx, 
lung,  bladder,  esophagus)  are  deleted. 

This  suggests  that  causes  other  than 
smoking  must  be  environmental  agents 
to  which  exposure  has  changed  very  lit- 
tle over  the  past  half  century.  Even  the 


impact  of  smoking  may  be  nearing  a 
peak  since  lung  cancer  rates  in  early 
middle  age  have  been  declining  in  re- 
cent years.  In  the  next  several  decades, 
the  same  trends  are  likely  to  appear  in 
older  people  as  well,  and  the  total  inci- 
dence of  smoking-related  cancers 
should  begin  to  decline. 

Causation  in  humans 

Much  of  the  medical  literature  prior 
to  recent  decades  was  anecdotal  and  in 
the  form  of  case  reports.  This  type  of 
information  is  of  little  use  in  establish- 
ing casuality.  With  billions  of  people  liv- 
ing on  earth,  it  is  easy  to  find  some  in 
which  two  conditions  are  present  in  the 


Dr.  Weiss  is  emeritus  professor  of  medicine  at 
Hahnemann  University  School  of  Medicine, 
and  editor  of  Philadelphia  Medicine,  the 
official  publication  of  the  Philadelphia 
County  Medical  Society. 


same  individual  as  a result  of  chance 
alone.  Therefore,  an  association  is  not 
necessarily  a relationship  of  cause  and 
effect. 

A good  example  of  the  fallacy  in- 
volved may  be  found  in  case  reports 
from  the  late  1930s  describing  associa- 
tions in  individual  cases  between  asbes- 
tosis  and  tuberculosis,  silicosis  and  tu- 
berculosis, asbestosis  and  lung  cancer, 
and  silicosis  and  lung  cancer.  Tubercu- 
losis and  silicosis  were  common  dis- 
eases and  would  be  expected  to  occur  in 
the  same  person  sometimes  by  chance. 
Asbestosis  and  lung  cancer  were  un- 
common diseases  but  were  attracting 
attention— often  a sufficient  stimulus 
to  write  case  reports.  However,  later 
studies  designed  to  compare  the  risks  of 
tuberculosis  and  of  lung  cancer  in  these 
occupational  diseases  with  the  risks  in 
the  general  population  have  shown  that 
only  two  of  these  four  associations  are 
real:  silicosis  with  tuberculosis  and  as- 
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bestosis  with  lung  cancer. ' 

The  causes  of  disease  are  not  readily 
evaluated  in  individuals  because  the 
agents  seldom  have  specific  markers 
(see  below).  This  is  particularly  true  of 
cancer.  Causality  must  be  examined  in 
groups  of  people  (populations),  compar- 
ing exposed  with  unexposed  groups. 
The  relevant  science  is  epidemiology, 
usually  defined  as  the  study  of  the  dis- 


tribution of  disease  in  whole  popula- 
tions and  the  determinants  thereof.  The 
fundamental  tool  is  the  disease  inci- 
dence rate,  i.e.  the  number  of  new  cases 
per  unit  of  population  at  risk  per  unit  of 
time.  The  measure  of  association  be- 
tween an  agent  and  disease  is  the  rela- 
tive risk,  i.e.  the  rate  in  exposed  people 
relative  to  the  rate  in  unexposed  people. 

Study  design  is  of  first  importance  if 


NO.  OF  CIGARETTES  PER  DAY 

Figure  1.  Dose-response  curve  for  the  age-adjusted  risk  of  death  from  lung  cancer  by  the 
number  of  cigarettes  smoked  per  day  in  U.S.  veterans  among  current  smokers  relative  to 
the  risk  in  nonsmokers.5  The  risk  in  nonsmokers  is  set  at  1.  In  current  smokers  the  risk 
rises  linearly  and  in  smokers  of  40  or  more  cigarettes  per  day  it  reaches  a figure  of  23.7 
times  that  in  nonsmokers. 


<r 


YEARS  SINCE  SMOKING  STOPPED 

Figure  2.  Decline  in  the  age-adjusted  relative  risk  of  death  from  lung  cancer  in  exsmokers 
of  cigarettes  by  interval  from  cessation  of  smoking.5  At  10-14  years  the  relative  risk  is 
4.71  times  the  risk  in  nonsmokers  and  at  20  or  more  years  it  is  2.10. 


conclusions  are  to  be  valid.  Before  an 
association  can  be  considered  seriously 
as  one  of  cause  and  effect,  three  types  of 
error  must  be  assessed:  bias  (system- 
atic error),  chance  (sampling  error),  and 
confounding,  all  of  which  may  lead  to 
an  invalid  conclusion. 

Bias  is  an  error  which  distorts  the 
results;  for  example,  if  a group  of  people 
selects  itself  out  of  a population  and  if 
that  group  is  at  higher  or  lower  risk  of 
disease  than  the  rest  of  the  population, 
then  the  disease  rate  will  be  distorted. 
Chance  is  a term  for  the  uncertainty 
that  stems  from  limited  experiences 
(samples).  Confounding  occurs  when  a 
factor  is  related  to  both  a suspected 
cause  and  a given  effect  but  in  itself  ex- 
plains what  appears  to  be  an  associa- 
tion (see  example  given  below).  If  these 
three  sources  of  error  can  be  ruled  out, 
then  an  association  is  a candidate  for 
assessment  as  a cause-and-effect  rela- 
tionship. 

Causality  is  most  easily  established 
scientifically  by  direct  experiment.  A 
valid  experiment  is  one  in  which  all  rele- 
vant factors  which  could  influence  the 
results  are  under  the  control  of  the  in- 
vestigator so  that  unexposed  and  ex- 
posed groups  are  comparable  in  all  re- 
spects except  for  the  single  factor  under 
study.  This  is  seldom  possible  in  hu- 
mans. Therefore,  judgments  of  causal- 
ity generally  depend  on  circumstantial 
evidence. 

In  1965  Hill4  described  a set  of  crite- 
ria for  making  such  judgments.  The 
important  ones  are  as  follows:  (1) 
consistency— repeated  studies  give  the 
same  results;  (2)  strength  of  the 
association— the  size  of  the  relative 
risk;  (3)  dose-response  relationship— the 
greater  the  exposure,  the  higher  the 
risk;  (4)  specificity— the  predictability 
of  risk  (a  completely  specific  association 
is  one  in  which  the  agent  causes  only  a 
single  disease  and  the  disease  is  caused 
by  only  the  single  agent);  (5)  tempo- 
rality—the  exposure  occurs  before  the 
disease;  (6)  coherence— the  hypothesis 
of  causality  fits  with  what  we  already 
know  about  the  natural  history  of  the 
disease;  and  (7)  cessation  of  exposure 
leads  to  decline  in  risk. 

The  extent  to  which  these  criteria  are 
satisifed  determines  the  degree  of  confi- 
dence in  a hypothesis  of  causality.  The 
most  important  of  these  criteria  are 
dose-response  and  reversibility  of  risk 
after  cessation  of  exposure.  An  excel- 
lent example  is  the  association  of  ciga- 
rette smoking  with  lung  cancer.  There  is 
a strong  dose-response  relationship  be- 


28 


Pennsylvania  Medicine,  January  1985 


Beyond 

the  Thirtieth  Day 


You  conclude  that  your  patient  should  spend  some  time  in  a 
psychiatric  hospital.  More  than  a little  time,  given  the  nature  of  this 
particular  problem. 

The  question  is,  where?  Coming  up  with  the  best  answer  is  seldom 
easy,  for  there  are  many  factors  to  consider  and  many  alternatives. 

One  of  them  is  Sheppard  Pratt.  While  this  hospital  may  not  be 
the  right  place  for  every  patient,  its  many  programs  make  it  the  right 
place  for  some.  We’d  like  to  provide  the  information  you  need  for 
making  that  distinction. 

Sheppard  Pratt  is  strongly  committed  to  providing  intermediate 
to  long-term  care,  with  over  240  of  its  312  beds  available  for  adults 
and  adolescents.  With  the  conviction  that  most  patients  can  be  helped 
—no  matter  how  severe  the  problem— we  draw  on  superb  human 
and  physical  resources. 

Once  an  individual  treatment  plan  is  created,  Sheppard  Pratt  psy- 
chiatrists, psychologists,  social  workers,  nurses  and  other  specialists 
apply  their  skills  through:  individual  and  group  therapy;  sociotherapy; 
behavioral  therapy;  and  occupational,  recreational,  horticulture,  and 
creative  arts  therapies. 

Our  approach  is  humanistic,  so  there  is  also  a great  deal  of  infor- 
mal contact  and  ample  opportunities  for  leisure  activ- 
ities, all  carried  out  in  a setting  that  provides  warmth,  j 
comfort,  privacy,  beauty  and  as  much  freedom  as 
possible.  It  is  an  environment  conducive  to  healing,  j 

If  you  believe  such  a place  merits  your  consid- 
eration, we  would  be  happy  to  provide  more  details. 

Contact  Dr.  David  Waltos,  Admissions  Officer, 

Sheppard  and  Enoch  Pratt  Hospital,  PO.  Box  6815,  aco^^™nsi^Hcent1r 
Baltimore,  Maryland  21204.  (301)  823-8200.  EDUMTOiA^1 research 
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WORKING  LEVEL  MONTHS 
CUMULATIVE  RADIATION  DOSE 


Figure  3.  The  dose-response  relationship  between  the  respira- 
tory cancer  death  rate  in  U.S.  uranium  miners  and  cumulative 
radiation  dose  by  cigarette  smoking  habit.6  The  gradient  is  mark- 
edly increased  by  light  smoking  and  even  more  so  by  heavy 
smoking.  This  suggests  a synergistic  effect  between  smoking 
and  radiation. 


Figure  4.  The  cumulative  incidence  of  respiratory  cancer  in  work- 
ers exposed  to  chloromethyl  ethers,  potent  human  carcinogens, 
by  smoking  habit.7  The  incidence  is  twice  as  high  among  non- 
and  exsmokers  of  cigarettes  as  it  is  among  current  smokers  of 
cigarettes.  This  suggests  an  antagonistic  effect  between  smok- 
ing and  chloromethyl  ethers. 


tween  cigarette  exposure  and  the  risk  of 
lung  cancer  in  U.S.  veterans  (Fig.  1) 
studied  for  16  years.5  There  is  also  a 
marked  reversal  of  risk  with  increasing 
interval  from  stopping  smoking  (Fig.  2). 
Most  other  criteria  are  also  satisfied: 
results  of  various  studies  are  consis- 
tent, the  association  is  very  strong,  ex- 
posure occurs  before  the  disease,  and 
there  is  good  coherence.  The  single  cri- 
terion not  satisfied  is  specificity  since 
cigarette  smoking  is  associated  with 
many  other  diseases;  this  is  under- 
standable, however,  when  one  considers 
the  enormous  number  of  chemicals  of 
diverse  nature  in  cigarette  smoking. 

Since  smoking  is  so  important  a caus- 
ative agent  in  lung  cancer,  it  is  essential 
that  it  be  controlled  in  studies  of  other 
causes  of  this  disease  to  avoid  con- 
founding. Thus,  if  people  exposed  to  an- 
other carcinogen  also  have  a higher 
prevalence  of  smoking  than  an  unex- 
posed group,  then  the  difference  in 
smoking  prevalence,  if  sufficiently 
large,  may  account  for  an  elevated  fre- 
quency of  lung  cancer  in  the  exposed 
group.  In  such  a situation,  the  agent  un- 
der investigation  may  have  no  role  in 
the  elevated  risk.  Confounding  by 
known  or  unknown  factors  is  likely  to 
be  an  explanation  when  the  association 
is  weak.  Confounding  is  less  likely  when 


the  risk  in  the  exposed  group  is  much 
more  than  twice  the  risk  in  the  unex- 
posed  group.  This  is  one  reason  why  the 
legal  definition  of  causation  (“more 
likely  than  not")  has  scientific  justifica- 


tion in  the  evaluation  of  an  individual 
case.  When  the  relative  risk  is  more 
than  two,  then  more  than  half  the  cases 
in  the  exposed  group  are  attributable  to 
the  suspected  agent. 
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Figure  5.  Pulmonary  asbestosis  is  a marker  for  the  increased  risk  of  lung  cancer  among 
asbestos  workers  in  Dresden.8  The  workers  were  followed  over  the  period  of  1952-1964 
and  the  observed  number  of  cases  was  compared  with  the  number  expected  if  they  had 
had  the  same  experience  as  the  general  Dresden  population  adjusted  for  age,  sex,  and 
calendar  period.  In  both  sexes  the  observed  number  exceeds  the  expected  number  only 
when  pulmonary  asbestosis  is  present. 
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Table  1 Percents  of  Cancer  Deaths  Attributed  to  Various  Factors 


Factor  Percent  of  all  cancer  deaths 

Best  Range  of  acceptable 

estimate  estimates 


Tobacco 

30 

25-40 

Alcohol 

3 

2-4 

Diet 

35 

10-70 

Food  additives 

Reproductive  and  sexual  behavior 

<1 

7 

1-13 

Occupation 

4 

2-8 

Pollution 

2 

<1-5 

Industrial  products 

<1 

<1-2 

Medicines  and  medical  procedures 

1 

0.5-3 

Geophysical  factors 

3 

2-4 

Infection 

10? 

1-? 

Unknown 

? 

? 

Source:  Doll  and  Peto 2 

Interaction  of  causes 

Most  disease  results  from  the  opera- 
tion of  severed  causative  factors  in  the 
proper  time  frame.  In  addition,  two 
agents  may  have  a greater  effect  in 
terms  of  cancer  risk  than  the  mere  addi- 
tion of  their  individual  effects.  This  has 
been  demonstrated  fairly  well  in  the 
combination  of  asbestos  and  cigarette 
smoking  for  lung  cancer  although  there 
still  remains  some  doubt  about  it.  It  has 
also  been  demonstrated  in  the  combina- 
tion of  radiation  and  cigarette  smoking. 
Figure  3 shows  the  marked  effect  of 
adding  smoking  to  radiation  in  U.S. 
uranium  miners. h This  phenomenon  is 
called  synergism  and  is  a positive  inter- 
action. 

It  is  also  possible  to  have  negative  in- 
teraction or  antagonism,  as  reported  for 
workers  exposed  to  chloromethyl  ethers 
(CME),  very  potent  respiratory  carcino- 
gens.7 The  current  smokers  had  a lower 
risk  than  nonsmokers  (Fig.  4).  This  phe- 
nomenon has  also  been  reported  re- 
cently in  several  other  occupational  sit- 
uations. 

Agent  markers 

Cancer  is  a group  of  diseases  charac- 
terized by  uncontrolled  growth  and  in- 
vasion of  tissues  of  the  host.  Seldom 
does  the  causative  agent  mark  the  can- 
cer in  a way  that  can  identify  the  agent. 
Since  1965  evidence  has  accrued  to  sup- 
port the  concept  that  attributable  cases 
of  lung  cancer  caused  by  asbestos  and 
cigarette  smoke  can  be  identified  by  the 
concomitant  presence  of  pulmonary  as- 
bestosis.  The  initial  evidence  reported 
by  Jacob  and  Anspach8  is  illustrated  in 
Figure  5 which  shows  that  the  risk  of 
lung  cancer  was  elevated  only  among 
workers  who  also  had  pulmonary  asbes- 


tosis.  This  is  to  be  expected  because 
both  asbestosis  and  lung  cancer  show  a 
well-marked  dose-response  relationship. 

There  is  recent  evidence  indicating 
that  specific  histologic  types  of  cancer 
may  be  related  to  specific  agents.  For 
example,  in  CME  workers  who  get  lung 
cancer  almost  all  the  cases  among  mod- 
erately and  heavily  exposed  individuals 
are  of  the  small  cell  type  while  only  20% 
of  lung  cancers  among  males  of  the  gen- 
eral population  are  of  this  type.9  How- 
ever, such  markers  are  infrequent  as  yet 
so  assigning  attributability  is  often  im- 
possible in  individual  cases. 

Known  carcinogens 

The  currently  known  human  carcino- 
gens have  been  listed  by  Doll  and  Peto.2 
The  39  agents  fall  into  three  broad  cate- 
gories with  respect  to  type  of  exposure. 
Eighteen  are  occupational  in  origin,  13 
are  medical  (e.g.  radiation),  and  12  are 
social  (e.g.  smoking).  A few  of  these  oc- 
cur in  two  categories.  The  table,  derived 
from  Table  20  in  the  Doll  and  Peto  pa- 
per, provides  their  estimates  of  the  pro- 
portions of  deaths  from  cancer  attribut- 
able to  various  agents  or  groups  of 
agents.  The  single  most  important  of 
these  is  tobacco  which  accounts  for 
30%  of  all  cancer  cases.  This  figure  is 
predicted  to  rise  to  33%  in  a few  years. 

The  only  category  which  exceeds  to- 
bacco in  importance  is  diet  but  the  evi- 
dence for  this  estimate  is  weak  and 
speculative.  Occupation  accounts  for 
4%  and  general  pollution  for  2%.  The 
latter  figure  is  also  based  on  weak  and 
inconclusive  evidence.  The  ranges  given 
in  the  table  indicate  the  degree  of  unreli- 
ability for  each  estimate.  Note  that  for 
diet  the  estimate  of  35%  is  so  unreliable 


that  it  actually  could  be  as  low  as 
10%  or  as  high  as  70%. 

Conclusions 

The  epidemiologic  method  for  discov- 
ering causes  of  disease  involves  the  fol- 
lowing steps:  (1)  verify  the  diagnosis;  (2) 
verify  the  existence  of  an  epidemic  (ex- 
cessive rate  of  disease);  (3)  describe  the 
factors  related  to  the  epidemic;  (4)  for- 
mulate and  test  hypotheses  of  causal- 
ity; and  (5)  decide  which  hypothesis  is 
most  likely. 

When  all  this  is  said  and  done,  the 
road  to  a valid  truth  is  still  fraught  with 
danger,  sometimes  to  the  extent  that  a 
conclusion  is  impossible.  In  addition, 
the  epidemiologic  method  has  its  own 
deficiencies  and  may  be  unable  to  de- 
tect subtle  risks.  Nevertheless,  it  is  the 
best  available  method  at  present,  and 
we  must  depend  on  it  to  settle  impor- 
tant questions,  sometimes  in  the  nega- 
tive. 

Love  Canal  is  an  example  of  this. 
Since  one  of  every  4 or  5 deaths  is  due 
to  cancer,  a suspicion  of  a hazard  may 
easily  erupt  in  people’s  minds  yet  be  un- 
confirmed by  scientific  study.  No  ele- 
vated incidence  of  cancer  has  yet  been 
found  in  Love  Canal  residents.10  In  con- 
trast, there  are  a large  number  of  exam- 
ples to  illustrate  a positive  result  but 
the  evidence  should  be  fairly  strong.  In 
between  these  extremes  is  a gray  zone 
where  answers  do  not  exist  with  the 
current  state  of  knowledge.  Perhaps 
this  will  improve  in  the  next  few  de- 
cades. □ 

REFERENCES 

1.  Weiss,  W.  False  prophets  (editorial).  Philadelphia  Med- 
icine 1978;  74:338-341. 

2.  Doll,  R.,  and  Peto,  R.  The  Causes  of  Cancer:  Quantita- 
tive Estimates  of  Avoidable  Risks  of  Cancer  in  the 
United  States  Today.  Oxford  University  Press,  N.Y., 
1981. 

3.  Parkes,  W.R.  Occupational  Lung  Disorders  l second 
edition).  Butterworths,  Boston,  1982,  pp  152,  157, 
270,  272. 

4.  Hill,  A.B.  The  environment  and  disease:  association  or 
causation.  Proceedings  of  the  Royal  Society  of  Medi- 
cine 1965;  58:295-300. 

5.  Rogot,  E..  and  Murray,  J.L.  Smoking  and  causes  of 
death  among  U.S.  veterans:  16  years  of  observation. 
Public  Health  Reports  1980;  95:213-222. 

6.  Archer,  V.E.,  Gillam,  J.D.,  and  Wagoner,  J.K.  Respira- 
tory disease  mortality  among  uranium  miners.  Annals 
of  the  New  York  Academy  of  Science  1976;  271:280- 
293. 

7.  Weiss,  W.  Chloromethyl  ethers,  cigarettes,  cough,  and 
cancer.  Journal  of  Occupational  Medicine  1976; 
18:194-199 

8.  Jacob.  G.,  and  Anspach,  M.  Pulmonary  neoplasia 
among  Dresden  asbestos  workers.  Annals  of  the  New 
York  Academy  of  Science  1965;  132:536-548. 

9.  Weiss,  W.,  Moser,  R.L.,  and  Auerbach,  O.  Lung  cancer 
in  chloromethyl  ether  workers.  American  Review  of 
Respiratory  Disease  1979;  120:1031-1037. 

10.  Janerich,  D.T.,  Burnett,  W.S.,  Feck,  G.,  Hoff,  M„ 
Nasca,  P.,  Polednak,  A.P,  Greenwald,  P.,  and  Vianna, 
N.  Cancer  incidence  in  the  Love  Canal  area.  Science 
1981;  212:1404-1407. 


32 


Pennsylvania  Medicine,  January  1985 


BALANCED 
CALCIUM 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

’Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 
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THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl ]-2,3-dihydro-2-(4  methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 


CH?CH?N(CH3)j 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  ot  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  ot  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  tall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  (unction, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  ot 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block,  Diltiazem-associated  prolongation  ot  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%,  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  ot  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  ot 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  ot  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities, 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  ot  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  ot 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  ot  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  tetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  ot  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  it  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  ot  presenta- 
tion corresponding  to  the  relative  frequency  ot  occurrence. 


Cardiovascular 


Nervous  System: 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope. 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  ot  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multitorme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  ot  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDJs  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  tout  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  ot  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1 771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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Proceedings 

135th  Annual  Meeting  of  the  House  of  Delegates 
Camp  Hill,  October  12-14,  1384 

Secretary's  note:  Copies  of  all  reports,  annotated  reference  committee 
reports,  addresses,  and  resolutions  in  their  entirety  are  available  on 
request. 


Opening  Session  — 

October  12,  1984 

Donald  E.  Harrop,  MD,  Speaker  of  the 
House,  called  the  opening  session  of  the 
House  of  Delegates  to  order  at  10:03  a.m., 
Friday,  October  12,  1984,  in  the  Ballroom  of 
the  Penn  Harris  Motor  Inn. 

Invocation 

Reverend  David  L.  Ritterpusch  of  Zion  Lu- 
theran Church,  Harrisburg,  Pennsylvania, 
offered  the  invocation. 

Welcoming  Remarks 

Senator  John  D.  Hopper,  Republican  from 
the  31st  Senatorial  District,  presented  a brief 
welcoming  speech  to  the  House  of  Delegates. 

Credentials  Committee 

Stephen  I.  Dodd,  MD,  Mifflin/Juniata 
County,  chairman  of  the  Credentials  Commit- 
I tee,  presented  the  following  report: 

“Mr.  Speaker,  there  is  a quorum  of  152  del- 
egates registered  and  in  attendance.” 

Committee  on  Rules 

Donald  E.  Parlee,  MD,  Bucks  County, 
chairman  of  the  Committee  on  Rules,  pre- 
sented the  following  report: 

“Mr.  Speaker  and  members  of  the  House  of 
Delegates:  The  Committee  on  Rules  met  and 
reviewed  Standing  Rules  1,  2,  3,  4,  5,  6,  7,  8, 
9,  and  10  by  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  as  published 
in  the  1984  Official  Reports  Book. 

“Mr.  Speaker,  your  Committee  on  Rules 
recommends  that  the  Standing  Rules  of  the 
House  of  Delegates  be  adopted.” 

The  House  adopted  Standing  Rules  1-10. 

I Approval  of  Proceedings 

The  proceedings  of  the  134th  Annual  Busi- 
ness Meeting  of  the  Society,  held  in  Pitts- 
burgh, October  21-23,  1983,  and  found  on 
pages  47-59  in  the  January  1984  issue  of 
Pennsylvania  Medicine,  were  approved. 

The  proceedings  of  the  reconvened  session 
of  the  1983  House  of  Delegates,  held  in  Camp 
Hill,  March  28-29,  1984,  and  found  on  pages 
40-42  in  the  June  1984  issue  of  Pennsylva- 
nia Medicine,  were  approved. 

Address  of  the  President 

John  Y.  Templeton  III,  MD,  Philadelphia 
County,  President,  presented  a report  on 
many  areas  in  which  the  Society  has  been  ac- 
tive during  his  tenure  as  president.  Dr.  Tem- 
pleton’s address  was  referred  to  Reference 
Committee  G,  along  with  the  recommenda- 
i tion  contained  therein:  The  office  of  the  chair- 
man of  the  Board,  as  it  presently  exists,  be 
abolished  and  that  instead,  the  president  of 
the  Society,  elected  by  the  House  of  Dele- 
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gates,  serve  as  chairman,  and  the  president 
elect  as  vice  chairman.  All  elected  officers  of 
the  Society— president,  president  elect,  vice 
president,  immediate  past  president,  and  sec- 
retary, and  of  the  House,  speaker  and  vice 
speaker— would  serve  as  ex  officio  members 
of  the  Board  without  vote,  except  that  the 
president  or  president  elect  could  vote  when 
presiding  over  meetings  of  the  Board  in  the 
case  of  a tie. 

Speaker’s  Announcements 

James  A.  Raub,  MD,  Allegheny  County, 
vice  speaker  of  the  House,  announced  that 
the  Necrology  Report  from  the  Board  of 
Trustees  could  be  found  under  tab  G of  the 
Official  Reports  Book. 

Dr.  Raub  announced  that  delegates  should 
be  aware  of  Resolution  72-6  prohibiting 
smoking  in  the  House  of  Delegates  and  refer- 
ence committee  hearings. 

Dr.  Raub  announced  that  anyone  encoun- 
tering a medical  emergency  should  dial  0 and 
assistance  would  be  provided. 

Report  of  the  AMA  Delegation 

As  required  by  the  resolved  portion  of  Res- 
olution 71-1,  AMA  Delegation  Report  and 
Plans,  the  House  received  a report  from 
R.  William  Alexander,  MD,  Reading,  chair- 
man of  the  Pennsylvania  Delegation. 

Address  of  the  President  Elect 

D.  Ernest  Witt,  MD,  Columbia  County, 
President  Elect,  presented  a report  on  his 
plans  for  the  coming  year.  Dr.  Witt’s  address 
was  referred  to  Reference  Committee  G;  spe- 
cific recommendations  were  referred  to  ap- 
propriate reference  committees.  Specific  rec- 
ommendations so  referred  included:  the 
Society's  major  effort  to  increase  member- 
ship in  PMS  should  be  continued  (referred  to 
Reference  Committee  F);  a reexamination  of 
the  1980  all-member  survey  be  made  to  as- 
sess our  position,  strengths,  weaknesses,  and 
direction  (referred  to  Reference  Committee 
G);  a reexamination  of  the  1981  all-resident 
survey  be  made  for  the  purpose  of  finding 
ways  to  bring  more  residents  and  younger 
physicians  into  PMS  membership  (referred 
to  Reference  Committee  F);  the  Society  con- 
tinue to  emphasize  personal  contacts  with 
younger  physicians  by  PMS  members,  espe- 
cially members  of  the  Council  on  Member- 
ship (referred  to  Reference  Committee  F);  a 
recruitment  effort  take  place  to  increase 
membership  in  the  AMA  (referred  to  Refer- 
ence Committee  F);  a recruitment  effort  take 
place  to  increase  membership  in  PaMPAC 
and  AMPAC  (referred  to  Reference  commit- 
tee D);  the  Society  continue  major  efforts  to 
reform  the  medical  liability  system  via  legis- 
lation and  a PR  program  be  developed,  show- 
ing the  costs  of  medical  liability  insurance 
and  defensive  medicine  to  be  a considerable 


portion  of  medical  costs  (referred  to  Refer- 
ence Committee  E);  the  Society  continue 
close  personal  contact  with  the  leadership  of 
other  groups  involved  in  health  care— HAP, 
third  party  payors,  labor,  the  Chamber  of 
Commerce,  senior  citizens’  groups,  the  Busi- 
ness Council,  and  attorneys  (referred  to  Ref- 
erence Committee  G);  and  consideration  be 
given  to  creating  health  service  practices  as  a 
pilot  project  in  inner  city  or  needed  rural 
areas— this  might  be  funded  by  the  state, 
PMS,  and/or  private  or  foundation  funds  (re- 
ferred to  Reference  Committee  C). 

Report  of  the  Finance  Committee 
Gerald  L.  Andriole,  MD,  Luzerne  County, 
chairman  of  the  Finance  Committee  of  the 
Board  of  Trustees,  presented  the  report. 

Pennsylvania  Medical  Care  Foundation 
The  following  announcement  was  made  by 
the  vice  speaker  with  regard  to  the  Pennsyl- 
vania Medical  Care  Foundation: 

“As  you  know,  according  to  the  bylaws  of 
the  Pennsylvania  Medical  Care  Foundation, 
members  of  the  PMS  House  of  Delegates  are 
also  the  administrative  members  of  the  Penn- 
sylvania Medical  Care  Foundation.  The  1984 
annual  report  of  the  Board  of  Directors  of  the 
Pennsylvania  Medical  Care  Foundation  has 
been  previously  mailed  to  you  with  your  Offi- 
cial Reports  Book  materials  and  is  referred  to 
Reference  Committee  C. 

“The  annual  meeting  of  the  foundation  will 
be  held  during  tomorrow’s  session  following 
the  report  of  Reference  Committee  C.” 

Official  Reports  Book 

The  Official  Reports  Book,  containing  the 
1984  annual  reports  and  Resolutions  84-1 
through  84-16,  was  accepted  as  business  of 
the  House. 

Please  r.efer  to  the  index  of  these  proceed- 
ings for  the  subject,  author,  introducer,  and 
referral  of  all  resolutions. 

Additional  Reports 

The  following  reports  were  received  subse- 
quent to  the  mailing  of  the  Official  Reports 
Book: 

PMSLIC  Interim  Report  (referred  to  Ref- 
erence Committee  E) 

Report  B of  the  Council  on  Legislation  (re- 
ferred to  Reference  Committee  D) 

Report  C of  the  Council  on  Education  and 
Science  (referred  to  Reference  Committee  B) 
Report  L of  the  Board  of  Trustees  (referred 
to  Reference  Committee  E) 

Address  of  President  of  PMS  Auxiliary 
Mrs.  John  S.  Parker,  President,  Pennsylva- 
nia Medical  Society  Auxiliary,  addressed  the 
House  and  reported  on  the  activities  of  the 
auxiliary.  Her  remarks  were  referred  to  Refer- 
ence Committee  G. 
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Remarks  of  AMA  Auxiliary  Secretary 

Mrs.  Mylie  Durham,  AMA  Auxiliary  Sec- 
retary, addressed  the  House.  Her  remarks 
were  received  for  information. 

Late  Resolutions 

Last  resolutions,  Resolutions  84-17  to 
84-24,  were  received  subsequent  to  the  mail- 
ing of  the  Official  Reports  Book  and  required 
a two-thirds  vote  to  become  business  of  the 
House.  Standing  Rule  2,  as  revised  by  the 
1981  House  of  Delegates,  requires  that  the 
Rules  Committee  review  each  late  resolution 
and  make  a recommendation  to  the  House 
whether  it  should  be  accepted  or  rejected  as 
business  of  the  House. 

Committee  on  Rules 

Donald  E.  Parlee,  MD,  Bucks  County, 
chairman,  presented  the  following  report: 

“Mr.  Speaker,  members  of  the  House  of 
Delegates:  the  Committee  on  Rules  met  and 
considered  the  late  resolutions  listed  in  the 
index.” 

Resolution  84-17,  Uniform  Liability 
Insurance  Premium 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends Resolution  84-17  be  accepted. 

Resolution  84-17  asks  that  the  Pennsylva- 
nia Medical  Society  revert  to  the  true  princi- 
ples of  insurance  and  be  urged  to  develop  a 
policy  and  system  where  all  physicians  of  the 
Commonwealth  be  assessed  premiums  that 
are  uniform,  without  regard  to  specialty  of 
medical  practice  and  geographic  location. 

The  House  accepted  Resolution  84-17  as 
business  of  the  House. 

Resolution  84-18:  Condemnation  of  the 
Discriminatory  Character  of  the 
Deficit  Reduction  Act 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends Resolution  84-18  be  accepted 

Resolution  84-18  asks  that  the  Pennsylva- 
nia Medical  Society  add  its  name  again  to  all 
other  associations  concerned  with  the  possi- 
bility of  establishing  the  unconstitutionality 
of  the  Deficit  Reduction  Act  of  1984  and 
other  discriminatory  legislation  and  empha- 
size that  desired  results  could  be  accom- 
plished without  undemocratic  methods. 

The  House  accepted  Resolution  84-18  as 
business  of  the  House. 

Resolution  84-19:  Medicaid 
Copayment  Plan 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  84-19  be  accepted. 

Resolution  84-19  asks  that  the  Pennsylva- 
nia Medical  Society  urge  the  Department  of 
Public  Welfare  to  rescind  the  copayment 
plan. 

The  House  accepted  Resolution  84-19  as 
business  of  the  House. 

Resolution  84-20:  Statewide  Fee 
System  for  Blue  Shield 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  84-20  be  accepted. 

Resolution  84-20  asks  that  the  Pennsylva- 
nia Medical  Society  urge  Blue  Shield  to  es- 
tablish one  statewide  procedure  fee  system 
replacing  the  present  four-tiered  geographic 
system. 

The  House  accepted  Resolution  84-20  as 
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business  of  the  House. 

Resolution  84-21:  Inconsistencies  of 
Federal  Laws  and  Public  Health 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  84-21  be  accepted. 

Resolution  84-21  asks  that  the  Pennsylva- 
nia Medical  Society  and  the  American  Medi- 
cal Association  express  to  all  members  of 
Congress  the  dichotomy  which  exists  in  laws 
which  legislate  reduction  of  certain  illnesses 
in  aging  population  and  encourage  smoking 
on  the  other  hand  and  that  the  Pennsylvania 
Medical  Society  and  the  American  Medical 
Association  through  legislative  effort  work 
to  repeal  these  laws  and  further  introduce 
similar  resolution  to  the  American  Medical 
Association. 

The  House  accepted  Resolution  84-21  as 
business  of  the  House. 

Resolution  84-22:  Commendation  of 
The  Educational  and  Scientific  Trust 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  84-22  be  accepted 

Resolution  84-22  asks  that  the  Pennsylva- 
nia Medical  Society  commend  the  efforts  of 
The  Educational  and  Scientific  Trust  in  col- 
lecting outstanding  loans  and  making  those 
monies  available  for  new  loans. 

The  House  accepted  Resolution  84-22  as 
business  of  the  House. 

Resolution  84-23:  Cost  of  PMS 
Programs  to  Medical  Students 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  84-23  be  accepted. 

Resolution  84-23  asks  that  the  Pennsylva- 
nia Medical  Society  offer  its  educational 
workshops  and  seminars  to  its  student  mem- 
bers at  a substantially  reduced  cost  that 
would  be  considered  affordable  to  the  aver- 
age medical  student. 

The  House  accepted  Resolution  84-23  as 
business  of  the  House. 

Resolution  84-24:  Increase  the 
Guaranteed  Student  Loan  Limits 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  84-24  be  accepted. 

Resolution  84-24  asks  that  the  Pennsylva- 
nia Medical  Society  lobby  Terrell  H.  Bell, 
Secretary  of  the  Department  of  Education, 
to  increase  the  guaranteed  student  loan  bor- 
rowing limits. 

The  House  accepted  Resolution  84-24  as 
business  of  the  House. 

The  Committee  on  Rules  urges  the  Board 
of  Trustees  to  schedule  future  dates  of  An- 
nual Business  Meetings  as  late  in  October  as 
possible,  considering  hotel  bookings  and 
other  medical  meeting  dates. 

The  committee  observed  that  there  were 
fewer  resolutions  this  year  than  in  the  recent 
past.  The  committee  doubts  that  the  cause  is 
fewer  significant  problems.  The  committee 
felt  that  the  decrease  in  resolutions  may  be 
due  to  the  earlier  meeting  schedule. 

The  House  referred  the  recommendation  to 
the  Board  of  Trustees. 

Reference  Committees 

Reference  Committees  for  the  1984  annual 
Business  Meeting  of  the  House  of  Delegates 
are  listed  below: 

Reference  Committee  A:  *William  C.  Ryan 


(Somerset),  Chairman;  ‘Susan  H.  Bray  (Phil- 
adelphia); * Ronald  J.  Clearfield  (Radiollogy); 
♦Alan  H.  Schragger  (Lehigh);  *Edward  V. 
Twiggar  II  (Northumberland);  and  Arlington 
A.  Nagle  (Berks),  alternate. 

Reference  Committee  B:  *John  W.  Law- 
rence (Delaware),  Chairman;  *Daniel  R. 
Gandy  (Lycoming);  *Pandelis  K.  Pandelidis 
(York);  ♦Barbara  Shelton  (Resident  Physician 
Section);  and  *Augusto  N.  Delerme  (Blair). 

Reference  Committee  C:  *John  S.  Adler 
(Washington),  Chairman;  ♦John  J.  Maron 
(Montgomery);  ‘Robert  D.  Reinecke  (Oph- 
thalmology); ♦William  B.  Swallow  (Union); 
and  ‘James  R.  Cicchiello  (Northumberland). 

Reference  Committee  D:  ‘Roberta  L. 
Schneider  (Resident  Physician  Section). 
Chairman;  ‘Frederick  G.  Brown  (Montour); 
♦Robert  G.  Heisey  (Lebanon);  ‘Richard  J. 
Patterson  (Dauphin);  ‘David  S.  Pollack 
(Blair);  and  William  A.  Freeman  (Franklin), 
alternate. 

Reference  Committee  E:  ‘Doris  G.  Bar- 
tuska  (Philadelphia),  Chairman;  ‘Edward  A.  1 
Lottick  (Luzerne);  ‘Peter  C.  Patukas  (Ches- 
ter); Anthony  P.  Turel  Jr.  (Montour);  ‘Jesse 
A.  Weigle  (Emergency  Medicine);  and  Greg- 
ory B.  Patrick  (Allegheny),  alternate. 

Reference  Committee  F:  ‘David  L.  Wright 
(Venango),  Chairman;  ‘John  A.  Burkholder 
(Allegheny);  ‘Grace  P Goracci  (Medical  Stu- 
dent Section);  ‘James  A.  Sheets  (Lehigh); 
and  ‘Ranganatha  Soundararajan  (Lycom- 
ing). 

Reference  Committee  G:  ‘Thomas  H.  Ma- 
lin  (Orthopaedic  Surgery),  Chairman;  ‘Louis 
Gerstley  III  (Philadelphia);  ‘James  L.  Harri- 
son (Lycoming);  ‘Camille  J.  Maravalli  (Cam-  • 
bria);  ‘Edward  J.  Owens  (Crawford);  and 
Howard  A.  Mermelstein  (Allegheny),  alter- 
nate. 

Rules:  ‘Donald  E.  Parlee  (Bucks),  Chair- 
man; ‘Harriet  M.  Harry  (Centre);  ‘William 
D.  Lamberton  (Erie);  ‘Gordon  K.  MacLeod 
(Allegheny);  ‘Helen  E.  DiSilvestro  (Philadel- 
phia); and  Robert  S.  Sanford  (Tioga),  alter- 
nate. 

Credentials:  Stephen  I.  Dodd  (Mifflin/ 
Juniata),  Chairman;  John  J.  Evans  (Carbon); 
Sidney  O.  Krasnoff  (Philadelphia);  and  Mari- 
lyn S.  Mahon  (Dauphin). 

Tellers:  Irvin  G.  Shaffer  (Berks),  Chief 
Teller;  H.  Craig  Bell  (Montgomery);  Freder- 
ick L.  Jones  (Huntingdon);  Matthew  Mar- 
shall Jr.  (Allegheny);  James  R.  Regan  (In- 
ternal Medicine);  and  Brooke  Roberts  (Phila- 
delphia). 

‘Indicates  those  members  who  signed  the 
report. 

Recess 

The  House  of  Delegates  was  recessed  at 
11:45  a.m.  until  1:00  p.m.,  Saturday,  October 


Second  Session  — October  13,  1984 

The  second  session  of  the  House  of  Dele-  ! 
gates  was  called  to  order  at  1:10  p.m.  in  the 
Ballroom  of  the  Penn  Harris  Motor  Inn. 

Credentials  Committee 
Stephen  I.  Dodd,  MD,  Mifflin/Juniata 
County,  chairman  of  the  Credentials  Commit-  | 
tee,  presented  the  following  report: 

“Mr.  Speaker,  there  is  a quorum  of  230  del-  ! 

Pennsylvania  Medicine,  January  1985 


egates  registered  and  in  attendance  today.” 

Dr.  Harrop  reported  that  there  was  no  rep- 
resentation in  the  House  of  Delegates  from 
Beaver,  Clearfield,  Elk/Cameron,  McKean, 
Susquehanna,  Warren,  Wayne/Pike,  and  Wy- 
oming counties,  and  the  specialties  of  allergy 
and  immunology,  clinical  pathology,  gastro- 
enterology, general  surgery,  nephrology,  plas- 
tic surgery,  pulmonary  diseases,  and  thoracic 
surgery. 

Reference  Committee  A 
Presented  by:  William  C.  Ryan,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates:  Reference  Committee  A has  con- 
sidered all  the  items  in  the  index.” 

Report  A,  Committee  on  Bylaws, 
Subject  One:  Publishing  Board 
Actions 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  this  bylaws  change  re- 
garding the  publishing  of  Board  actions  in 
the  journal 

Your  reference  committee  heard  no  discus- 
sion on  this  subject  and  believes  that  this  by- 
laws change  will  assure  access  to  Board 
actions  by  all  members. 

The  House  adopted  Subject  One  of  Report 
A which  assures  access  to  Board  actions  by 
all  members. 

Report  A,  Committee  on  Bylaws, 
Subject  Two:  Seating  Delegates 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  this  bylaws  change 
which  would  allow  only  a member  of  the 
same  county  society  to  be  seated  to  represent 
an  unrepresented  component  county  society. 

Your  reference  committee  heard  advocates 
of  the  proposal  to  broaden  the  present  by- 
laws to  allow  those  from  the  same  district  to 
be  seated  on  behalf  of  an  unrepresented 
county.  In  1983  Reference  Committee  A sup- 
ported the  original  intent  of  Resolution  83-3 
last  year  to  so  broaden  the  bylaws.  After  fur- 
ther study,  deliberation,  and  clarification  of 
this  issue,  the  reference  committee  recog- 
nized that  the  bylaws  change  now  presented 
in  Subject  Two  of  the  Official  Call  represents 
what  has  been  the  standard  practice  of  the 
House  of  Delegates  in  seating  a delegate  for 
an  unrepresented  county.  Your  reference  com- 
mittee supports  this  method  of  seating  dele- 
gates for  an  unrepresented  component 
county  society. 

The  House  adopted  Subject  Two  of  Report 
A which  allows  only  a member  of  the  same 
county  society  to  be  seated  to  represent  an 
unrepresented  component  county  society. 

Report  A,  Committee  on  Bylaws, 
Subject  Three:  Hospital  Medical  Staff 
Section 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  this  bylaws  change  to 
create  a hospital  medical  staff  section  of  the 
Pennsylvania  Medical  Society. 

Your  reference  committee  heard  consis- 
tently favorable  testimony  which  noted  an 
increased  interest  by  physicians  who  are  not 
active  now  in  organized  medicine,  as  a result 
of  the  Hospital  Medical  Staff  meetings.  Your 
reference  committee  heard  that  the  first 
meeting  of  this  section  was  attended  by  rep- 
resentatives of  over  25  percent  of  all  hospi- 


tals in  Pennsylvania.  Your  reference  commit- 
tee heard  no  testimony  objecting  to  the 
proposed  bylaws  wording  as  found  in  Sub- 
ject Three  of  the  Official  Call. 

The  House  adopted  Subject  Three  of  Re- 
port A which  creates  a hospital  medical  staff 
section  of  the  Pennsylvania  Medical  Society. 

Report  A:  Committee  on  Bylaws, 
Subject  Four:  Medical 
Student/Resident  on  PMS  Board 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  this  bylaws  change, 
which  will  provide  for  a nonvoting  medical 
student  representative  and  a voting  resident 
representative  on  the  PMS  Board. 

Your  reference  committee  heard  testimony 
that  this  proposal  is  modeled  on  the  Ameri- 
can Medical  Association’s  student/resident 
board  representation  and  heard  no  testimony 
objecting  to  the  proposed  bylaws  change. 

The  House  adopted  Subject  Four  of  Re- 
port A which  provides  for  a nonvoting  medi- 
cal student  representative  and  a voting  resi- 
dent representative  on  the  PMS  Board. 

Report  A,  Committee  on  Bylaws, 
Subject  Five:  Student  Dues 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  this  bylaws  change, 
which  eliminates  the  reference  that  student 
dues  be  five  percent  of  the  full  active  dues. 

Your  reference  committee  heard  testimony 
that  this  bylaws  change  will  eliminate  a fixed 
dues  amount  for  students  and  will  allow  flexi- 
bility in  the  dues  structure  in  view  of  the  ser- 
vices provided. 

The  House  adopted  Subject  Five  of  Report 
A which  eliminates  the  reference  that  stu- 
dent dues  be  five  percent  of  the  full  active 
dues. 

Edward  Dench,  MD,  was  seated  as  the  del- 
egate for  the  Hospital  Medical  Staff  Section. 

Reference  Committee  B 

Presented  by:  John  W.  Lawrence,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates:  Reference  Committee  B has  con- 
sidered all  the  items  in  the  index. 

The  following  items  were  grouped  together 
in  a waiver  of  debate  list;  no  testimony  was 
heard,  and  the  committee  feels  the  items  are 
of  a noncontroversial  nature.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  two  items  be 
filed: 

Report  B,  Board  of  Trustees: 

Insanity  Defense 

Report  A,  Council  on  Education 

and  Science 

The  House  approved  filing  the  waiver  of 
debate  items. 

Report  H,  Board  of  Trustees: 

Impaired  Physicians 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  Board  of  Trustees  Report  H be 
approved  with  further  recommendation  that 
if  such  outside  funding  is  not  available  by 
September  1,  1985,  support  for  funding  of  the 
program  be  brought  before  the  1985  House  of 
Delegates. 

Your  reference  committee  heard  consider- 
able testimony  in  support  of  this  report.  In 


addition,  we  heard  considerable  testimony  re- 
garding the  desirability  of  hastening  the  im- 
plementation of  this  program.  Testimony 
was  given  which  indicated  that  outside  fund- 
ing within  the  near  term  was  a realistic  possi- 
bility and  testimony  was  given  by  Board  rep- 
resentatives that  this  was  a preferable  mode 
of  action.  There  was  considerable  support  for 
funding  the  program  under  any  circum- 
stances, including  individual  contributions  or 
dues  assessments,  and  that  led  the  reference 
committee  to  expand  upon  the  Board’s  rec- 
ommendation. 

The  House  approved  the  recommendation. 

Report  B,  Council  on  Education  and 
Science:  1984  Goals 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  Council  on  Education  and  Sci- 
ence Report  B be  approved  with  one  addition: 

Position  paper,  page  3,  recommendation  3, 
item  2.  Addition:  “Authority  to  place  restric- 
tions on  licenses  resulting  from  disciplinary 
action;  and  ...” 

Your  reference  committee  heard  no  adverse 
testimony  on  the  position  paper  on  changes 
in  the  Medical  Practice  Art,  other  than  a rec- 
ommendation for  the  addition. 

The  House  approved  Report  B with  the  ad- 
dition. 

Report  C,  Council  on  Education  and 
Science:  Supplemental  Report  on 
Sunset  of  Medical  Practice  Act 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  Council  on  Education  and  Sci- 
ence Report  C be  approved  as  written. 

The  House  approved  Report  C. 

Resolution  84-7:  State  Board  of 
Medical  Education  and  Licensure 

RESOLVED,  That  the  PMS  Council  on 
Education  and  Science  investigate  this  case 
(State  Board  of  Medical  Education  and  Li- 
censure v.  Drs.  Wheeler,  Misenheimer,  and 
Kean),  placing  special  emphasis  on  ascertain- 
ing the  identity  and  motives  of  the  individ- 
uals (other  than  the  complainant)  answerable 
for  initiating  this  action,  and  the  means  by 
which  the  Commonwealth  caused  this  cita- 
tion to  be  issued;  and  be  it  further 

RESOLVED,  That  this  council  submit  a 
complete  report  of  its  findings  to  the  PMS 
Board  of  Trustees  no  later  than  May  1,  1985; 
and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees 
present  in  the  Official  Reports  Book  its  as- 
sessment and  recommendations  for  appropri- 
ate action  by  the  PMS  House  of  Delegates  at 
its  1985  meeting. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends Resolution  84-7  be  adopted  as 
amended. 

RESOLVED,  that  the  PMS  Council  on  Ed- 
ucation and  Science  investigate  this  case 
(State  Board  of  Medical  Education  and  Li- 
censure v.  Drs.  Wheeler,  Misenheimer,  and 
Kean),  placing  special  emphasis  on  ascertain- 
ing the  circumstances  surrounding  the  case 
and  the  justification  for  such  action  by  the 
Commonwealth;  and  be  it  further 

RESOLVED,  That  this  council  submit  a 
complete  report  of  its  findings  to  the  PMS 
Board  of  Trustees;  and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees 
present  in  the  Official  Reports  Book  its  as- 
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sessment  of  this  situation  and  any  action 
taken  to  the  PMS  House  of  Delegates  at  its 
1985  meeting. 

Your  reference  committee  heard  consider- 
able spirited  testimony  concerning  this  reso- 
lution, all  of  it  favorable.  Such  testimony  in- 
cluded important  concerns  over  the  apparent 
new  legal  concept  that  physicians  are  at  risk 
through  their  agents  for  their  licenses,  which 
in  the  past  has  only  applied  in  cases  of  mal- 
practice. Great  concern  was  expressed  about 
the  mechanism  of  investigating  and  prose- 
cuting cases  as  currently  carried  out  by  the 
State  Board  of  Medical  Education  and  Licen- 
sure, and  the  possible  lack  of  proper  Board 
control  over  the  disciplinary  process.  Addi- 
tionally, question  was  raised  about  the  desir- 
ability of  requiring  investigators  to  be  peri- 
odically retrained. 

The  House  adopted  Resolution  84-7  as 
amended. 

Resolution  84-9:  State  Licensure 
Board  Action  Against  Pediatricians 
RESOLVED,  That  the  House  of  Delegates 
inform  the  governor  of  the  state  of  Pennsyl- 
vania that  the  State  Board  of  Medical  Educa- 
tion and  Licensure's  action  against  Drs. 
Wheeler,  Misenheimer,  and  Kean  was  an  un- 
conscionable overstepping  of  the  responsibili- 
ties of  that  board  and  an  egregious  abuse  of 
power  which  cannot  be  tolerated  in  a civilized 
society. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-9  be  adopted. 

Your  reference  committee  heard  only  favor- 
able testimony  in  regard  to  this  resolution. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  84-9  to  the 
Board  of  Trustees.  This  motion  was  de- 
feated. The  House  rejected  Resolution  84-9. 

Resolution  84-10:  Commendation  of 
Actions  of  AMA:  Price  Reductions 
of  Videotapes 

RESOLVED,  That  as  individuals  and  as 
members  of  the  Pennsylvania  Medical  Soci- 
ety we  extend  proper  thanks  to  the  AMA  sec- 
tion responsible  for  the  price  reduction  of 
video  clinic  tapes  and  we  express  apprecia- 
tion for  such  forward  thinking  and  action  on 
behalf  of  its  members. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-10  be  adopted. 
The  House  adopted  Resolution  84-10. 

Resolution  84-11:  Protective  Head 
Gear  for  Equestrian  Events 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  recommend  that  educational  pro- 
grams be  given  to  parents,  riders,  riding  in- 
structors, show  organizers,  and  managers, 
outlining  the  risks  of  horseback  riding  and 
methods  to  minimize  them ; and  be  it  further. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  recommend  that  a satisfactory 
protective  headgear  which  can  pass  stan- 
dards for  retention,  penetration,  absorption, 
and  distribution  of  shock  for  each  type  of  rid- 
ing  activity  be  worn  when  riding  or  preparing 
to  ride;  and  be  it  further 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  recommend  that  riding  schools, 
horse  shows,  rodeos,  and  other  equestrian 
events  be  urged  to  require  that  protective 
headgear  be  worn  during  the  activities. 

Mr.  Speaker,  your  reference  committee  rec- 


ommends that  Resolution  84-11  be  adopted 
with  a single  word  substitution  in  the  last  re- 
solved. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  recommend  that  riding  schools, 
horse  shows,  rodeos,  and  other  equestrian 
events  be  urged  to  recommend  that  protec- 
tive head  gear  be  worn  during  the  activities. 

Your  reference  committee  heard  favorable 
testimony  on  this  resolution,  except  concerns 
over  the  use  of  the  word  “require”  in  the  last 
resolved. 

The  House  adopted  Resolution  84-11  with 
the  single  word  substitution  in  the  last  re- 
solve. 

Dr.  Harrop  reported  that  Resolution  84-25, 
Purchase  of  PaPRO  Shares,  had  been  sub- 
mitted and  asked  the  House  if  it  wished  to 
have  the  resolution  introduced  as  business. 
Dr.  Harrop  noted  that  the  resolution  required 
a three-fourths  favorable  vote  to  be  intro- 
duced as  business  of  the  House.  It  was 
moved  and  seconded  from  the  floor  of  the 
House  that  Resolution  84-25,  Purchase  of 
PaPRO  Shares,  be  introduced  as  business  of 
the  House.  The  House  approved  the  recom- 
mendation. Dr.  Harrop  stated  that  if  the 
House  approved,  the  resolution  would  be  dis- 
cussed the  following  day  by  the  House  of 
Delegates  sitting  as  a reference  committee  of 
the  whole.  The  House  agreed. 

Reference  Committee  C 
Presented  by:  Jon  S.  Adler,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates:  Reference  Committee  C has  con- 
sidered all  of  the  items  in  the  index. 

“The  following  items  have  been  grouped 
together  in  a waiver  of  debate  list;  no  testi- 
mony ’was  heard,  and  the  committee  feels 
that  the  items  are  of  a noncontroversial  na- 
ture.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  five  items  be 
filed: 

Report  C,  Board  of  Trustees 
Report  D,  Board  of  Trustees 

Report  A,  Pennsylvania  Medical  Care 
Foundation 

Report  F,  Board  of  Trustees 

Report  A,  Council  on  Medical  Practice 

The  House  approved  filing  the  waiver  of 
debate  items. 


Resolution  84-8:  PaMPRO— Peer 
Review  Program 

RESOLVED,  That  each  of  the  trustees  in- 
dividually explain  to  the  House  of  Delegates 
how  they  voted  on  the  issue  to  disband 
PaMPRO  (June  13,  1984)  and  why  they  voted 
the  way  they  did  before  the  nomination  or 
election  of  any  Board  of  Trustees  candidates. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-8  be  rejected. 

The  committee  viewed  with  concern  the 
lack  of  PMS  involvement  in  the  PRO  mecha- 
nism. The  committee  believes  that  direct  or 
indirect  involvement  should  be  a goal  of  the 
Society.  The  vote  of  the  PMS  Board  of  Trust- 
ees on  the  peer  review  program  was  ex- 
plained by  four  of  the  Board  members  at  the 
hearing. 

The  House  rejected  Resolution  84-8. 


Resolution  84-1:  Designation  of 
Ophthalmologists  and 
Otolaryngologists  as  Primary  Care 
Physicians 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  recommend  that  enrollees  of  al- 
ternative health  care  delivery  systems  be  in- 
formed of  the  difference  between  the  various 
medical  and  nonmedical  providers  of  eye 
care,  and  care  of  the  ears,  nose,  and  throat 
and  head  and  neck,  so  that  the  patient  may 
make  a free  and  educated  choice  of  what  pro- 
vider is  needed;  and  be  it  further 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  recommend  that  such  systems 
encourage  free  access  to  ophthalmologists 
and  otolaryngologists,  head  and  neck  sur- 
geons, as  primary  care  providers  in  their  re- 
spective specialty  areas. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  substitute  reso- 
lution be  adopted  in  lieu  of  Resolution  84-1: 
Designation  of  Ophthalmologists  and  Oto- 
laryngologists as  Physician  Providers  in 
Their  Respective  Specialty  Areas: 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  recommend  that  alternative 
health  care  delivery  systems  inform  their  en- 
rollees of  the  difference  between  physician 
and  nonphysician  health  care  providers  of 
eye  care  and  care  of  the  ears,  nose,  and 
throat,  so  that  the  patient  may  make  a free 
and  educated  choice  between  physician  and 
nonphysician  health  care  providers;  and  be  it 
further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  recommend  that  such  systems 
encourage  free  access  to  ophthalmologists 
and  otolaryngologists  as  providers  in  their 
respective  specialty  areas. 

The  author  of  Resolution  84-1,  who  also 
served  as  a member  of  the  reference  commit- 
tee, agreed  that  the  wording  of  the  resolution 
was  misleading.  At  his  request,  the  commit- 
tee revised  both  the  resolution’s  title  and  “re 
solved"  portions. 

1 1 was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  substitute  resolu- 
tion by  deleting  the  final  resolve.  The  House 
approved  this  motion.  The  House  adopted 
substitute  Resolution  84-1  as  amended  by  de- 
letion. 

Report  K,  Board  of  Trustees 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  Board  of  Trustees  be  au- 
thorized to  continue  its  support  of  Methodist 
Hospital  medical  staff  activities  relating  to 
medical  staff  bylaws. 

Dr.  Rial  spoke  from  the  floor  of  the  House 
and  stated  that  he  was  abstaining  from  vot- 
ing on  this  recommendation  since  approval 
by  the  accreditation  committee  of  the  JCAH 
for  Methodist  Hospital  was  coming  up  the 
following  week  and  he  sits  on  the  accredita- 
tion committee. 

The  House  approved  the  recommendation. 


Resolution  84-16:  Educating 
Physicians  on  New  Payment  Methods 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  work  with  The  Hospital  Associa- 
tion of  Pennsylvania  to  devise  a way  wherein 
the  seminar  a physician  attends  at  one  hospi- 
tal to  learn  about  a new  payment  method  will 
be  accredited  by  all  hospitals. 
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Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-16  be  rejected. 

The  committee  felt  that  although  this  was 
a problem  which  may  be  of  concern  in  some 
areas,  that  it  is  an  issue  which  should  be 
dealt  with  at  the  local  level. 

The  House  rejected  Resolution  84-16. 

Recommendation  9,  Address  of  the 
President  Elect:  Creating  Health 
Service  Practices  as  Pilot  Project  in 
Inner  City  or  Needed  Rural  areas 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  9 of  the 
president  elect  be  referred  to  the  Board  of 
Trustees  for  clarification  and  study. 

The  House  referred  to  the  Board  of  Trust- 
ees for  clarification  and  study  Recommenda- 
tion 9 of  the  president  elect. 

Annual  Meeting — Pennsylvania  Medical 
Care  Foundation 

As  in  past  years,  the  annual  meeting  of  the 
Pennsylvania  Medical  Care  Foundation  was 
held  during  the  1984  House  of  Delegates 
meeting  and  proceeded  as  follows: 

“The  chair  believes  it  wise  to  take  a minute 
to  be  certain  that  all  members  of  the  House 
understand  how  we  will  consider  the  next  or- 
der of  business.  We  wish  to  convene  the  an- 
nual meeting  of  the  administrative  members 
of  the  Pennsylvania  Medical  Care  Founda- 
tion. 

“According  to  the  Foundation’s  bylaws, 
‘Administrative  members  shall  consist  of 
those  persons  who  are  duly  qualified  and 
elected  delegates  to  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society.’  The  by- 
laws further  state,  ‘The  acceptance  of  elec- 
tion as  a delegate  to  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society  by  an 
eligible  physician  shall  be  determined  to  be 
acceptance  of  administrative  membership  in 
the  corporation  and  an  intention  to  be  bound 
by  the  Articles  of  Incorporation  and  the  by- 
laws of  the  corporation  unless  the  delegate 
otherwise  notifies  the  secretary  of  the  corpo- 
ration prior  to  the  annual  meeting. 

“In  other  words,  the  voting  members  of 
the  House  are  also  the  administrative  mem- 
bers of  the  foundation. 

“At  this  time,  the  chair  will  entertain  a mo- 
tion to  recess  the  meeting  of  the  PMS  House 
of  delegates  and  to  convene  the  administra- 
tive members  of  the  Pennsylvania  Medical 
Care  Foundation  in  the  annual  meeting  of  the 
Foundation. 

“The  chair  recognizes  the  president  of  the 
Pennsylvania  Medical  Care  Foundation,  Dr. 
Timothy  J.  Michals.” 

“Thank  you,  Jim.  While  it’s  true  that  we 
are  sitting  now  as  the  administrative  mem- 
bers of  the  Pennsylvania  Medical  Care  Foun- 
dation, I am  sure  that  all  of  us  want  to  expe- 
dite the  business  of  the  Foundation  as 
quickly  as  possible.  I believe  this  can  best  be 
achieved  if  we  permit  an  experienced  hand  to 
guide  us  from  the  speaker’s  rostrum.  For 
that  reason,  I would  respectfully  ask  the  per- 
mission of  the  administrative  members  to 
have  Dr.  Raub  serve  as  acting  speaker  of  the 
Foundation  so  that  he  may  use  his  skill  in 
parliamentary  matters.  Hearing  no  objec- 
tions, Dr.  Raub,  I ask  you  to  take  over.” 

"Thank  you,  Tim.  The  first  item  of  busi- 
ness for  the  administrative  members  of  the 
foundation  is  consideration  of  the  annual  re- 


port of  the  foundation,  which  has  just  been 
dealt  with  in  the  report  of  Reference  Commit- 
tee C.  If  there  are  no  further  actions  or  com- 
ments concerning  this  annual  report,  the 
chair  will  entertain  a motion  to  file  the  report 
as  presented. 

“It  is  filed. 

“The  second  item  of  business  this  year  for 
the  administrative  members  of  the  founda- 
tion is  the  election  of  directors.  The  Board  of 
Directors  of  the  foundation  presents  the  fol- 
lowing nominees  for  the  vacancies.  The  foun- 
dation’s bylaws  allow  for  additional  nomina- 
tions to  be  made  from  the  floor  by  any 
administrative  member  for  all  vacancies  at 
the  time  of  elections. 

Vacancy — Nominee — County 
A1 -Daniel  A.  Hall,  MD,  Philadelphia 
A2— Robert  E.  Davis,  MD,  Allegheny 
A3— John  G.  Hallisey,  MD,  Beaver 
A4— Leonard  H.  Finkelstein,  MD,  POMA 
A5— Robert  H.  Rough,  MD,  Montour 
A6— Timothy  J.  Michals,  MD,  Philadelphia 
“In  the  event  there  is  a contest  for  one  of 
the  foundation  slots,  the  contest  will  be 
added  to  the  PMS  ballot  and  delegates  will 
cast  their  votes  tomorrow  morning.” 

John  S.  Parker,  MD,  Westmoreland 
County,  was  nominated  from  the  floor  of  the 
House  for  Dr.  Hallisey 's  slot. 

“Is  there  is  any  further  foundation  busi- 
ness? If  not,  the  chair  will  entertain  a motion 
to  adjourn  the  meeting  of  the  foundation  and 
to  reconvene  the  PMS  house.” 

AMA  Representative 
The  vice  speaker  recognized  R.  William 
Alexander,  MD,  who  introduced  Robert  E. 
McAfee,  MD,  a member  of  the  AMA  board, 
from  South  Portland,  Maine,  who  addressed 
the  House. 

Nominations  and  Elections 

In  accordance  with  Standing  Rule  10 
(adopted  October  22,  1982),  nominations  of 
delegates  to  the  AMA  were  held  Friday 
morning,  October  12,  1984.  Nominations  and 
elections  for  all  other  offices  were  held  Satur- 
day afternoon,  October  13,  1984.  Voting  for 
those  offices  contested  was  held  Sunday 
morning,  October  14.  The  new  officers  for 
1984-85  are: 

President:  D.  Ernest  Witt,  MD  (Columbia) 
was  installed  as  President. 

President  Elect:  R.  William  Alexander,  MD 
(Berks)  acceded  to  the  office  of  president 
elect. 

Vice  President:  R.  Robert  Tyson,  MD  (Phila- 
delphia). 

Secretary:  G.  Winfield  Yarnall,  MD  (Dau- 
phin). 

Speaker:  Donald  E.  Harrop,  MD,  (Chester). 
Vice  Speaker:  James  A.  Raub,  MD  (Alle- 
gheny). 

The  following  turstees  were  elected: 
Second  District:  Henry  H.  Fetterman,  MD 
(Lehigh). 

Fourth  District:  J.  Mostyn  Davis,  MD  (Mon- 
tour). 

Fifth  District:  J.  Joseph  Danyo,  MD  (York). 
Elventh  District:  Ernest  L.  Abernathy,  MD 
(Washington). 

Resident  Physician  Section:  Barbara 

Shelton,  MD. 

Medical  Student  Section:  Ann  K.  Messer- 
smith. 


One  member  was  elected  to  serve  on  the 
Committee  to  Nominate  Delegates  and  Al- 
ternates to  the  AMA:  J.  Preston  Hoyle,  MD 
(Union). 

Orlo  G.  McCoy,  MD  (Bradford)  and  George 
P.  Rosemond,  MD  (Philadelphia)  were  elected 
to  serve  on  the  PMS  Judicial  Council. 

John  S.  Parker,  MD,  Westmoreland 
County,  was  elected  to  the  Pennsylvania 
Medical  Care  Foundation  Board  of  Directors. 

Report  of  the  Committee  to  Nominate 
Delegates  and  Alternates  to  the  AMA 

The  nominations  of  the  Committee  to 
Nominate  Delegates  and  Alternates  to  the 
American  Medical  Association  were  pub- 
lished on  pages  1,  2,  and  3 of  the  Official  Re- 
ports Book. 

Seven  delegates  elected  to  two-year  terms 
commencing  January  1,  1985  were:  R.  Wil- 
liam Alexander,  MD  (Berks);  Betty  L.  Cottle, 
MD  (Blair);  James  B.  Donaldson,  MD  (Phila- 
delphia); Raymond  C.  Gran  don,  MD  (Dau- 
phin); William  J.  Kelly,  MD  (Allegheny);  Mi- 
chael P.  Levis,  MD  (Allegheny);  and  Irving 
Williams  II,  MD  Union). 

Seven  alternate  delegates  to  the  AMA 
elected  for  two-year  terms  commencing  J an- 
uary  1,  1985  were:  Charles  A.  Heisterkamp 
III,  MD  (Lancaster);  Robert  L.  Lasher,  MD 
(Erie);  Gordon  K.  MacLeod,  MD  (Allegheny); 
Timothy  J.  Michals,  MD  (Philadelphia);  John 
S.  Parker,  MD  (Westmoreland);  Howard  A. 
Richter,  MD  (Delaware);  and  Jonathan  E. 
Rhoads  Jr.,  MD  (Philadelphia). 

Reference  Committee  D 

Presented  by:  Roberta  L.  Schneider,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates:  Reference  Committee  D has  con- 
sidered all  the  items  in  the  index.” 

Report  A,  Council  on  Legislation 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  A of  the  Council  on 
Legislation  be  filed. 

It  should  be  noted,  however,  that  testi- 
mony was  heard  to  the  point  that  the  Council 
should  be  applauded  by  this  House  for  the 
success  that  it  achieved  in  securing  addi- 
tional funds  for  the  Department  of  Public 
Welfare’s  budget  to  enable  an  increase  in 
physicians’  fees  under  the  Medicaid  pro- 
gram. 

The  House  approved  filing  Report  A. 

Report  B,  Council  on  Legislation 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  B of  the  Council  on 
Legislation  be  filed. 

Your  reference  committee  did  hear  spir  ited 
comments  from  the  audience  on  several  bills, 
notably  bills  to  regulate  limited  “healing 
arts”  practitioners. 

The  House  approved  filing  Report  B. 

Annual  Report,  Pennsylvania  Medical 
Political  Action  Committee 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  annual  report  of  the  Penn- 
sylvania Medical  Political  Action  Committee 
be  filed. 

All  speakers  in  talking  about  the  report 
and  of  the  activities  of  PaMPAC  agreed  that 
there  needs  to  be  more  active  participation 
by  more  physicians. 
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The  House  approved  filing  the  annual  re- 
port of  the  Pennsylvania  Medical  Political 
Action  Committee. 

Resolution  84-2:  Funding  the  Costs  of 
Smoking-related  Illnesses 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  use  its  considerable  expertise 
and  resources  to  lobby  the  Commonwealth  of 
Pennsylvania  for  the  purpose  of  placing  the 
burden  of  the  cost  of  cigarette-related  ill- 
nesses where  such  burden  truly  belongs — on 
the  smoker;  and  be  it  further 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  the  Commonwealth  of 
Pennsylvania  in  an  effort  to  cause  the  state 
to  place  a user  tax  on  each  pack  of  cigarettes 
which  would  reflect  and  offset  the  direct 
costs  relative  to  smoking;  and  be  it  further 
RESOLVED,  That  such  funds  would  be 
used  to  finance  the  costs  of  smoking-related 
illnesses,  thus  reducing  the  burden  of  non- 
smoker  subsidization  of  the  health  care  cost 
of  smokers. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  this  resolution  be  referred  to 
the  Board  of  Trustees  with  the  suggestion 
that  it  be  forwarded  to  the  Council  on  Educa- 
tion and  Science  for  study  and  report  back  to 
the  House. 

Much  testimony  was  presented  on  the  mer- 
its and  drawbacks  of  supporting  the  resolu- 
tion in  its  present  form.  For  instance  we  were 
unsure  of  the  accuracy  of  the  information 
presented.  We  were  unsure  of  the  legality  of 
legislating  “user  taxes”  by  the  state  and 
questions  arose  as  to  whether  alcohol-related 
illness  and  injury  should  not  also  be  investi- 
gated. Finally  your  reference  committee  is 
concerned  that  lobbying  for  such  a proposal 
can  be  expensive  and  needs  to  be  considered 
in  relation  with  other  legislative  priorities. 
The  House  approved  the  recommendation. 

Resolution  84-6:  Mandatory  Seat  Belt 
Laws  in  Pennsylvania 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  encourage  physicians  to  educate 
patients  about  seat  belts  and  the  benefits  of 
their  use;  and  be  it  further 
RESOLVED,  That  PMS  support  passage 
of  a mandatory  seat  belt  law  in  Pennsylvania 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-6  be  adopted. 
The  House  adopted  Resolution  84-6. 

Resolution  84-12:  Legislative  Efforts 
RESOLVED,  That  PMS  increase  its  ef- 
forts both  financially  and  educationally  to  en- 
courage physicians  to  contribute  to  PaMPAC 
and  AMPAC  the  sum  of  at  least  $100.00  per 
person;  and  be  it  further 
RESOLVED,  That  PMS  increase  its  bud- 
getary allowance  by  at  least  100  percent  for 
legislative,  executive,  and  judicial  govern- 
mental efforts. 

Mr.  Speaker,  your  reference  committee  re- 
commeds  the  adoption  of  the  amended  Reso- 
lution 84-12: 

RESOLVED,  That  PMS  be  encouraged  to 
increase  its  efforts  both  financially  and  edu- 
cationally to  encourage  physicians  to  con- 
tribute to  PaMPAC  and  AMPAC  the  sum  of 
at  least  $100  per  person;  and  be  it  further 
RESOLVED,  That  PMS  be  encouraged  to 
increase  its  budgetary  allowance  substan- 
tially for  legislative,  executive,  and  judicial 


governmental  efforts  to  be  funded  by  reve- 
nue derived  as  new  members  are  added  to  the 
Society. 

The  committee  heard  testimony  that  legis- 
lative successes,  as  in  the  case  of  Medicaid 
and  pharmacy  battles,  are  convincing  sales 
incentives. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  by  substitution  of  the 
second  resolve  as  follows:  “RESOLVED, 
That  a voluntary  assessment  of  $25  per  ac- 
tive member  be  levied  as  part  of  the  annual 
dues  billing  and  that  the  monies  collected  be 
used  to  establish  a separate  legislative  activ- 
ity contingency  fund;  and  be  it  further. 

RESOLVED,  That  this  fund  be  utilized  at 
the  discretion  of  the  PMS  president  in  con- 
sultation with  the  chairman  of  the  Board  of 
Trustees,  chairman  of  the  Finance  Commit- 
tee, and  the  chairman  of  the  council  on  Legis- 
lation.” 

Dr.  Harrop  spoke  to  the  House  concerning 
Chapter  III,  Section  3 of  the  PMS  Bylaws 
which  addresses  special  assessments.  After 
discussion,  it  was  determined  to  amend  the 
substitute  resolve  by  changing  “assess- 
ment” to  “contribution,”  changing  “levied" 
to  “included,”  and  adding,  “.  . . executive 
and  judicial  governmental  . . .”  after  “.  . . 
monies  collected  be  used  to  establish  a sepa- 
rate legislative  ...”  Following  further  discus- 
sion, it  was  moved  and  seconded  from  the 
floor  of  the  House  to  refer  Resolution  84-12 
to  the  Board  of  Trustees  for  clarification.  It 
was  moved  and  seconded  from  the  floor  of 
the  House  to  table  until  the  October  14  ses- 
sion of  the  House  of  Delegates  the  entire  dis- 
cussion regarding  Resolution  84-12.  The 
House  rejected  this  motion.  The  House  re- 
ferred Resolution  84-12  to  the  Board  of 
Trustees  for  clarification. 

Resolution  84-21:  Inconsistencies  of 
Federal  Laws  and  Public  Health 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  and  the  American  Medical  Asso- 
ciation express  to  all  members  of  Congress 
their  grave  concern  over  the  encouragement 
given  by  these  laws  to  the  American  people 
to  smoke  cigarettes;  and  be  it  further 

RESOLVED,  That  PMS  and  AMA  point 
out  to  all  members  of  Congress  the  dichot- 
omy which  exists  in  these  laws  which  legis- 
late reduction  of  certain  illnesses  in  an  aging 
population  on  the  one  hand  while  encourag- 
ingly smoking  on  the  other  hand,  and  at  the 
same  time,  increasing  the  cost  assumed  by 
Medicare  beneficiaries;  and  be  it  further 

RESOLVED,  That  PMS  and  AMA 
through  the  efforts  of  their  legislative  coun- 
cils, membership,  and  lobbyists,  work  for  the 
repeal  of  these  laws;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Dele- 
gation to  the  AMA  introduce  a similar  reso- 
lution for  consideration  at  the  AMA  House  of 
Delegates  meeting,  December  1984. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-21  be  adopted. 

The  House  adopted  Resolution  84-21. 

Address  of  the  President  Elect, 
Recommendation  6,  Recruitment 
Effort  to  Increase  Membership  in 
PaMPAC  and  AMPAC 

Mr.  Speaker,  as  noted  earlier  in  this  report, 
we  can  and  do  concur  with  the  president  elect 
in  his  wishes  concerning  increasing  member- 


ship in  PaMPAC  and  AMPAC  and  do  recom- 
mend approval  of  Recommendation  6. 

The  House  approved  Recommendation  6 of 
the  president  elect. 

Recess 

The  House  of  Delegates  was  recessed  at 
4:00  p.m.  until  8:30  a.m.,  Sunday,  October  14. 

Inaugural  Program  and  Reception 

The  inaugural  program  was  held  at  5:30 
p.m.,  Saturday,  October  13,  in  Ballroom 
North  of  the  Penn  Harris  Motor  Inn. 

Opening  Remarks— Donald  E.  Harrop, 
MD,  Speaker  of  the  House  of  Delegates,  pre- 
sented opening  remarks. 

Master  of  Ceremonies— Robert  S.  Press- 
man, MD,  Chairman  of  the  PMS  Board  of 
Trustees,  presided  as  the  master  of  ceremo- 
nies. 

Invocation— The  invocation  was  given  by 
the  Reverend  Torben  G.  Aarsand,  Associate 
Pastor,  St.  Matthew  Lutheran  Church, 
Bloomsburg,  Pennsylvania. 

Pledge  of  Allegiance— Robert  S.  Pressman, 
MD,  led  the  attendees  of  the  program  in  the 
Pledge  of  Allegiance. 

Introductions— Robert  S.  Pressman,  MD, 
made  the  following  introductions:  Pennsylva- 
nia Medical  Society  officers  and  trustees; 
Pennsylvania  Medical  Society  past  presi- 
dents; Pennsylvania  Medical  Society  Auxil- 
iary President  and  Immediate  Past  Presi- 
dent; Auxiliary  dignitaries  and  Board  of 
Directors;  and  special  guests. 

Presentation  of  Past  President's  Medal- 
lion— Robert  S.  Pressman,  MD,  presented 
the  Past  President’s  Medallion  to  John  Y. 
Templeton  III,  MD,  Philadelphia  County,  in 
tribute  to  his  great  efforts  on  behalf  of  the 
Pennsylvania  Medical  Society  as  its  134th 
President. 

Presentation  of  Retiring  Trustee  Award— 
Robert  S.  Pressman,  MD,  presented  a Retir- 
ing Trustee  Award  to  Ralph  S.  Blasiole,  MD. 

Installation  of  the  President — Robert  S. 
Pressman,  MD,  installed  D.  Ernest  Witt, 
MD,  Columbia  County,  as  the  135th  Presi- 
dent of  the  Pennsylvania  Medical  Society.  Af- 
ter taking  the  oath  of  office,  Dr.  Witt  intro- 
duced his  family  and  guests  and  delivered 
brief  remarks. 

Closing  Remarks— Donald  E.  Harrop,  MD, 
presented  closing  remarks.  Following  the  in- 
augural program,  receptions  were  held  in 
Ballroom  South  and  Keystone  A-D. 

Final  Session  — October  14,  1984 

The  final  session  of  the  1984  House  of  Del- 
egates was  called  to  order  in  the  Ballroom  of 
the  Penn  Harris  Motor  Inn,  Sunday,  October 
14,  1984,  at  8:42  a.m. 

Credentials  Committee 

Stephen  I.  Dodd,  MD,  Mifflin/Juniata 
County,  chairman  of  the  Credentials  Commit- 
tee, presented  the  following  report: 

“Mr.  Speaker,  there  is  a quorum  of  233  del- 
egates registered  and  in  attendance  today.” 

Dr.  Dodd  expressed  appreciation  to  Walter 
M.  Greissinger,  MD,  and  J.  C.  Gaulin,  MD, 
who  assisted  the  Credentials  Committee  that 
morning  since  the  Committee  was  short  two 
members. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  for  reconsideration  of  Resolu- 
tion 84-12,  Legislative  Efforts.  Dr.  Harrop 
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explained  to  the  House  that  if  this  motion 
passed,  the  House  would  be  back  to  consider- 
ing the  original  Resolution  84-12  before  it 
was  amended.  It  was  moved  and  seconded 
from  the  floor  of  the  House  to  withdraw  re- 
ferral of  Resolution  84-12  to  the  Board  of 
Trustees.  The  House  rejected  this  recommen- 
dation. 

Reference  Committee  E 
Presented  by:  Doris  G.  Bartuska,  MD 
“Mr.  Speaker,  members  of  the  House  of 
Delegates:  Reference  Committee  E has  con- 
sidered all  of  the  items  in  the  index. 

“The  following  items  have  been  grouped 
together  in  a waiver  of  debate  list;  little  or  no 
testimony  was  heard  and  the  committee  feels 
these  items  are  of  a noncontroversial  na- 
ture.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  three  items  be 
filed: 

Report  A,  Council  on  Medical 
Economics 

Report  L,  Board  of  Trustees 

PMSLIC  Interim  Report 
The  following  substitute  recommendation 
was  moved  and  seconded  from  the  floor  of 
the  House: 

WHEREAS,  Report  L of  the  Board  of 
Trustees  indicates  that  the  new  “incident” 
reporting  mechanism  of  PH  ICO  known  as 
PERTS  (PHICO  Events  Reporting  and 
Trending  System)  provides  no  adequate 
mechanism  for  physician  input;  and 
WHEREAS,  It  appears  as  though  this  re- 
porting system  places  attending  physicians 
at  undue  high  risk  by  judgmental  statements 
by  persons  other  than  physicians;  therefore 
be  it 

RECOMMENDED,  That  the  Pennsylva- 
nia Medical  Society  request  that  The  Hospi- 
tal Association  of  Pennsylvania  notify  its 
members  insured  by  PHICO  that  they  dis- 
continue the  use  of  the  PERTS  form  until 
such  time  as  a mutually  satisfactory  system 
is  agreed  upon  by  its  hospitals  insured  by 
PHICO  and  the  Pennsylvania  Medical  Soci- 
ety; and  be  it  further 
RECOMMENDED,  That  the  matter  be 
acted  upon  for  the  Pennsylvania  Medical  So- 
ciety by  its  Hospital  Medical  Staff  Section." 

The  House  approved  filing  Report  A and 
the  PMSLIC  interim  report  and  approved 
the  substitute  recommendation  regarding 
Report  L. 

Resolution  84-3:  Department 
of  Public  Welfare’s  Physician 
Attestation  Statement 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  make  every  effort  to  obtain  the 
elimination  of  the  attestation  statement  on 
the  front  sheet  of  all  Medical  Assistance 
DRG  charts  or,  at  the  very  least,  have  this 
statement  modified  to  conform  with  the  less 
restrictive  federal  form. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  84-3. 

Your  reference  committee  heard  testimony 
that  would  indicate  that  the  Department  of 
Public  Welfare  is  willing  to  modify  its  re- 
quirements regarding  the  attestation  state- 
ment to  conform  with  the  changes  that  Medi- 
care has  made  to  its  attestation  statement. 


It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Resolution  84-3  by  de- 
leting from  the  resolve  portion,  “. . . or,  at  the 
very  least,  have  this  statement  modified  to 
conform  with  the  less  restrictive  federal 
form.”  The  House  adopted  Resolution  84-3 
as  amended. 

Resolution  84-19  Medicaid 
Copayment  Plan 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  urge  the  Department  of  Public 
Welfare  to  rescind  the  copayment  plan. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-19  be  referred  to 
the  Board  of  Trustees  for  further  study. 

The  resolved  of  this  resolution  was  modi- 
fied by  your  reference  committee  at  the  re- 
quest of  the  author.  It  now  reads:  “RE- 
SOLVED, That  the  Pennsylvania  Medical 
Society  urge  the  Department  of  Public  Wel- 
fare to  rescind  the  punitive  actions  against 
physicians  who  fail  to  bill  and  collect  the  co- 
payment fee.” 

Your  reference  committee  heard  no  testi- 
mony on  this  resolution;  nevertheless,  it  is 
felt  that  many  physicians  do  collect  the  co- 
payment without  difficulty  and  do  not  have 
problems  in  billing  the  Medicaid  recipient. 
Your  reference  committee  also  understands 
that  in  many  instances  there  is  confusion 
with  respect  to  the  amount  of  effort  and  ex- 
pense physicians  must  expend  to  meet  the 
Department  of  Public  Welfare’s  billing  re- 
quirements. 

The  House  rejected  the  recommendation 
that  Resolution  84-19  be  referred  to  the 
Board  of  Trustees  for  further  study.  The 
House  adopted  Resolution  84-19  as  modified 
by  the  author. 

Resolution  84-4:  Equitable 
Reimbursement  for  Physicians’ 
Cognitive  Services 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  the  concept  that  third- 
party  payors  should  provide  more  equitable 
reimbursement  for  physicians'  cognitive  ser- 
vices in  comparison  with  their  procedural  ser- 
vices; and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  take  appropriate  action  to  pro- 
mote this  concept  with  third-party  payors, 
business  groups,  and  other  professional  asso- 
ciations. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  84-4. 

Your  reference  committee  heard  no  nega- 
tive testimony  on  this  resolution.  At  the  re- 
quest of  the  author  your  reference  committee 
has  added  the  following  organizations  as  co- 
authors: Pennsylvania  Psychiatric  Society; 
Pennsylvania  Chapter,  American  Academy 
of  Pediatrics;  Pennsylvania  Academy  of 
Family  Physicians  Board  of  Practice. 

The  House  adopted  Resolution  84-4. 

Resolution  84-20:  Statewide  Fee 
System  for  Blue  Shield 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  urge  Blue  Shield  to  establish  one 
statewide  procedure  fee  system  replacing  the 
present  four-tiered  geographic  system. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-20  be  referred  to 
the  Board  of  Trustees  for  further  study. 


Your  reference  committee  heard  consider- 
able testimony  on  this  resolution  both  pro 
and  con.  Your  reference  committee  feels  that 
because  of  the  complexities  of  the  issue,  fur- 
ther data  are  needed  before  a thoughtful  deci- 
sion can  be  reached. 

The  House  approved  the  recommendation. 

Resolution  84-5:  Medicare  Payment 
for  Laboratory  Tests 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  instruct  its  delegation  to  the 
American  Medical  Association  to  request 
that  body  at  its  next  business  meeting  to 
seek  repeal  or  amendment  of  that  portion  of 
the  Deficit  Reduction  Act  dealing  with  pay- 
ment of  Medicare  laboratory  fees. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  84-5. 

Your  reference  committee  heard  little  dis- 
cussion on  this  resolution.  In  view  of  the 
AMA’s  lawsuit  against  the  Department  of 
Health  and  Human  Services  on  the  constitu- 
tionality of  the  Deficit  Reduction  Act’s  Medi- 
care amendments,  your  reference  committee 
supports  the  intent  of  this  resolution. 

At  the  request  of  the  author,  the  first  and 
third  whereases  have  been  amended  to  read 
as  follows: 

WHEREAS,  The  Deficit  Reduction  Act  of 
1984  states  that  Medicare  patients  will  not 
be  reimbursed  for  laboratory  tests  on  blood 
drawn  in  the  office  of  a nonparticipating  phy- 
sician and  sent  to  a commercial  laboratory; 
and 

WHEREAS,  Such  regulation  will  place  un- 
due burden  and  hardship  on  Medicare  pa- 
tients of  nonparticipating  physicians  to  oth- 
erwise seek  transportation  to  possible  remote 
or  distant  hospitals  or  laboratories  for  these 
tests;  and  . . . 

The  following  editorial  addition  was  of- 
fered from  the  floor  of  the  House  to  insert  in 
the  first  whereas  of  the  original  Resolution 
84-5  “. . . and  tests  paid  for  . . .”  after  “.  . . for 
laboratory  tests  on  blood  drawn  ...”  The 
House  adopted  Resolution  84-5  with  the  edi- 
torial addition. 

Resolution  84-18:  Condemnation  of  the 
Discriminatory  Character  of  the 
Deficit  Reduction  Act  of  1984 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  add  its  name  again  to  all  other 
associations  concerned  with  the  possibility  of 
establishing  the  unconstitutionality  of  the 
Deficit  Reduction  Act  of  1984  and  other  such 
discriminating  legislation;  and  be  it  further 

RESOLVED,  That  it  be  emphasized  that 
the  desired  results  could  be  accomplished 
without  undemocratic  methods. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  84-18. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution. 

The  House  adopted  Resolution  84-18. 

Report  A,  Task  Force  on  Medical 
Liability  Insurance 
Resolution  84-14:  Professional 
Liability  Insurance 

RESOLVED,  That  the  task  force  and  its 
mandate  be  continued;  and  be  it  further 

RESOLVED,  That  the  task  force  work 
even  more  vigorously  to  solve  the  crisis  of  af- 
fordability of  professional  liability  insurance. 
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Recommendation  7,  Address  of  the 
President  Elect:  Continued  Major 
Effort  to  Reform  Medical  Liability 
System  Via  Legislation  and 
Development  of  PR  Program 
Mr.  Speaker,  your  reference  committee  rec- 
ommends approval  of  Report  A of  the  Task 
Force  on  Medical  Liability  Insurance,  and 
that  Resolution  84-14  and  Recommendation  7 
of  the  president  elect  be  filed. 

Your  reference  committee  feels  that  the  in- 
tent of  both  Resolution  84-14  and  Recom- 
mendation 7 of  the  president  elect  is  met  in 
the  recommendation  contained  in  Report  A 
of  the  Task  Force  on  Medical  Liability  Insur- 
ance. 

The  House  approved  Report  A.  The  House 
approved  filing  Resolution  84-14  and  Recom- 
mendation 7 of  the  president  elect. 

Resolution  84-13:  Medical  Malpractice 
Insurance 

RESOLVED,  That  attempts  at  premium 
reduction  by  malpractice  insurance  compa- 
nies be  not  vetoed  or  opposed  by  PMSLIC 
without  the  approval  of  the  members  who 
have  paid  the  mandatory  assessment. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  84-13. 

This  resolution  implied  that  PMSLIC  in- 
terfered with  a rate  reduction  of  another 
medical  liability  insurer.  During  testimony, 
however,  it  was  found  that  PMSLIC  objected 
to  certain  practices  of  another  medical  liabil- 
ity insurer  to  the  state  insurance  depart- 
ment. After  investigation,  the  insurance  de- 
partment upheld  the  objection  and  the 
insurer  entered  into  a consent  decree,  agree- 
ing to  desist  from  continued  violation  of  the 
law.  The  insurer  was  also  fined. 

The  House  rejected  Resolution  84-13. 

Resolution  84-15:  Repeal  of  Act  111 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  work  actively  to  repeal  Act  111. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-15  be  referred  to 
the  Task  Force  on  Medical  Liability  Insur- 
ance. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution,  some  of  it 
conflicting.  Since  it  is  understood  that  the 
task  force  has  a subcommittee  studying  the 
CAT  Fund  your  reference  committee  felt 
strongly  that  this  resolution  be  referred  to 
that  body. 

A recommendation  was  made  at  the  hear- 
ing that  the  task  force  should  develop  spe- 
cific data  regarding  the  percentage  of  physi- 
cians' income  expended  on  medical  liability 
insurance.  This  data  should  be  gathered  by 
specialty  and  territory. 

The  House  approved  referring  Resolution 
84-15  to  the  Task  Force  on  Medical  Liability 
Insurance. 

Resolution  84-17:  Uniform 
Professional  Liability  Insurance 
Premium 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  be  urged  to  develop  a policy  and 
system  where  all  physicians  of  the  Common- 
wealth be  assessed  premiums  that  are  uni- 
form, without  regard  to  specialty  of  medical 
practice  and  geographical  location. 


42 


Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  84-17. 

Your  reference  committee  heard  both  pro 
and  con  testimony.  Most  support  for  the  res- 
olution came  from  the  high  risk  specialists. 
Also,  it  is  understood  that  the  Task  Force  on 
Medical  Liability  Insurance  will  continue  to 
review  the  entire  premium  structure. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  84-17  to  the 
Task  Force  on  Medical  Liability  Insurance. 
The  House  approved  referring  Resolution  84- 
17. 

The  House  of  Delegates  sat  as  a reference 
committee  of  the  whole  to  consider  Resolu- 
tion 84-25,  Purchase  of  PaPRO  Shares. 

RESOLVED,  That  the  Board  of  Trustees 
take  the  following  action:  To  offer  to  purchase 
the  shares  of  PaPRO  (or  as  many  of  them  as 
possible);  and  then  decide  whether  to  retain 
the  shares  or  to  sell  them  to  those  county  so- 
cieties that  wish  to  subscribe  in  rough  pro- 
portion to  their  physician  population. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  84-25  to  the 
Board  of  Trustees.  Following  considerable 
discussion,  the  House  of  Delegates  approved 
the  recommendation. 

Reference  Committee  F 
Presented  by:  David  L.  Wright,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates,  Reference  Committee  F has  con- 
sidered all  of  the  items  in  the  index.” 

Report  A Council  on  Membership: 
Resolution  83-13 

Mr.  Speaker,  Reference  Committee  F rec- 
ommends that  Resolution  83-13  be  rejected. 

Your  reference  committee  supports  the 
conclusions  contained  in  Report  A of  the 
Council  on  Membership  dealing  with  this 
dues  reduction  recommendation. 

The  House  rejected  Resolution  83-13. 

Mr.  Speaker,  Reference  Committee  F rec- 
ommends that  the  remainder  of  the  report  of 
the  Council  on  Membership  be  filed. 

Your  reference  committee  lauds  the  efforts 
of  the  Council  on  Membership  that  have  in 
the  past  year  lead  to  an  unprecedented  in- 
crease in  membership  in  this  Society.  The 
active  roles  that  both  the  Medical  Student 
Section  and  Resident  Physician  Section 
members  played  in  the  recruitment  of  new 
members  is  also  recognized  and  appreciated 
by  the  members  of  this  reference  committee. 

The  House  approved  filing  the  remainder 
of  Report  A. 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  no  testi- 
mony was  heard,  the  committee  feels  that 
the  items  are  of  a noncontroversial  nature. 

Mr.  Speaker,  Reference  Committee  F rec- 
ommends that  the  following  two  items  be 
filed: 

Report  A,  Medical  Student  Section 

Report  A,  Resident  Physician  Section 

The  House  approved  filing  the  waiver  of 
debate  items. 

Recommendation  1,  Address  of  the 
President  Elect:  Continuance  of  Major 
Effort  to  Increase  PMS  Membership 
Recommendation  3,  Address  of  the 


President  Elect:  Reexamination  of 
1981  All-residents  Survey 

Recommendation  4,  Address  of  the 
President  Elect:  Continue 
Emphasizing  Personal  Contacts  with 
Younger  Physicians 

Recommendation  5,  Address  of  the 
President  Elect:  Recruitment  Effort  to 
Increase  AMA  Membership 
Mr.  Speaker,  Reference  Committee  F rec- 
ommends approval  of  Recommendations  1,  3, 
4,  and  5 of  the  Address  of  the  President  Elect 
and  that  they  be  referred  to  the  Board  of 
Trustees  for  implementation. 

Since  all  four  recommendations  of  the  pres- 
ident elect  deal  with  membership  recruit- 
ment, your  reference  committee  has  grouped 
them  together.  Your  reference  committee 
supports  the  intent  of  the  recommendations 
and  commends  the  president  elect  for  his  in- 
terest and  support  for  this  important  activ- 
ity of  PMS. 

The  House  approved  Recommendations  1, 
3,  4,  and  5 of  the  president  elect  and  referred 
them  to  the  Board  of  Trustees  for  implemen- 
tation. 

Reference  Committee  G 
Presented  by:  Thomas  H.  Malin,  MD 
“Mr.  Speaker,  members  of  the  House  of 
Delegates:  Reference  Committee  G has  con- 
sidered all  of  the  items  in  the  index. 

“The  following  items  have  been  grouped 
together  in  a waiver  of  debate  list;  in  each 
case,  little  or  no  testimony  was  heard  and  the 
committee  feels  the  items  are  of  a noncon- 
troversial nature.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  items  be  filed 

Report  E,  Board  of  Trustees 

Necrology  Report,  Board  of  Trustees 

Report  A,  Secretary 

Report  A,  Treasurer 

Report  A,  Auditor 

District  Reports,  First  Through 

Twelfth  and  Specialty  Society  Trustee 

Report  A,  Advisory  Committee  to  the 
Auxiliary 

Report  A,  AdvisoryCommittee  on 
Professionalism 

Report  A,  Committee  on  Medical 
Benevolence 

Report  A,  Pennsylvania  Delegation  to 
the  AMA 

The  House  approved  filing  the  waiver  of 
debate  items. 

Report  A,  Board  of  Trustees, 
Resolutions  of  the  1983  House  of 
Delegates 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  A of  the  Board  of 
Trustees  be  filed 

Your  reference  committee  wishes  to  point 
out  several  concerns  with  regard  to  the  sec- 
tion of  the  report  concerning  relationships 
with  the  Pennsylvania  Bar  Association.  The 
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New  studies 
uncover  the 
potassium  effects  of 
beta-2  blockade 


Clinical  pharmacology 
data  from  the 
New  England  Journal 

of  Medicine: 

'...when  normal  young  men  are  given  infu- 
sions of  epinephrine  at  levels  such  as  those 
that  circulate  in  patients  with  myocardial 
infarction , their  serum  potassium  concen- 
trations fall  by  about  0.8  mmol  per  liter. 
Hypokalemia  is  prevented  by. ..beta-2 
blockade."' 


INDERAL 
(propranolol  HCI) 
prevented  beta-2 
mediated  hypokalemia 

In  a pharmacological  study  comparing 
INDERAL  with  atenolol,  10  hypertensive 
patients  were  infused  with  the  nonselective 
beta  agonist,  isoproterenol,  which  also 
stimulates  beta-2  mediated  hypokalemia. 
At  doses  high  enough  to  overcome  beta-1 
mediated  heart  rate  reductions,  the  hypo- 
kalemia caused  by  isoproterenol  was 
blunted  by  INDERAL,  but  not  by  atenolol.2 

INDERAL  compared  with  atenolol: 
change  in  plasma  potassium  after 
beta-agonist  infusion2 


35  70 

ng/kg ' min 1 

INDERAL  tablets,  80  mg  qid 
Atenolol,  100  mg  qd 
No  beta  blockade 


—adapted  from 
Vincent  et  al.  p 1122 


Please  see  last  page  for  brief  summary  of  prescribing  information. 


Epinephrine- 
induced  hypokalemia 
can  intensify 
diuretic-induced 
hypokalemia 
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From  the  Lancet: 

'Although  both  diuretics  and  adrenaline  are 
known  to  cause  hypokalaemia,  we  believe 
that  this  is  the  first  demonstration  that  these 
two  factors  can  act  in  an  additive  manner. 
Routine  monitoring  of  serum  potassium  in 
patients  on  thiazide  diuretics  may  under- 
estimate the  risks  of  hypokalaemia."3 

Epinephrine  drives  potassium  into  cells— 
an  effect  that  has  been  shown  to  be  under 
beta-2  receptor  control4;  thiazides  promote 
excretion  of  potassium.  When  these  ac- 
tions occur  together,  hypokalemia  can 
intensify  significantly.3 


Epinephrine-induced 
hypokalemia  can  cause 
ECG  abnormalities 
typical  of  other  forms 
of  hypokalemia 

In  a study  of  the  effects  of  epinephrine- 
induced  hypokalemia  on  the  electro- 
cardiogram, it  was  shown  that  levels  of 
plasma  epinephrine  similar  to  those 
observed  during  myocardial  infarction 
can  produce  changes  in  ventricular  re- 
polarization, which  are  reflected  in 
T-wave  flattening  and  QT  prolonga- 
tion in  normal  subjects.5 

In  clinical  pharmacology  studies  of  hyper- 
tensive and  normal  patients,  epinephrine- 
induced  hypokalemia  was  prevented  by 
beta-2  blockade.2  4 


Please  see  last  page  for  brief  summary  of  prescribing  information. 


Once-daily  INDERAL  LA 
(propranolol  HCI)for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Patients  with  "uncomplicated"  hyper- 
tension may  develop  ventricular 
arrhythmias  in  the  presence  of  hypo- 
kalemia.6 Once-daily  INDERAL  LA 
maintains  smooth  blood  pressure  reduc- 
tions without  a negative  effect  on  serum 
potassium  and  provides  patients  with 
broad  cardiovascular  benefits-all  in 
a convenient  daily  dose. 

Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


And  for  lifetime 
benefits  in  foundation 
treatment  of  angina 

Once-daily  INDERAL  LA  provides  24-hour 
control  of  angina  symptoms-plus  the 
cardiovascular  benefits  of  the  world's  lead- 
ing beta  blocker.  And  unlike  calcium 
channel  blockers,  INDERAL  LA,  alone  or 
with  a nitrate,  is  recommended  for  first-line 
treatment  of  stable  angina. 

Simply  start  new  patients  on  80  mg 
INDERAL  LA  once  daily.  Dosage  may 
be  increased  to  160  mg  once  daily  to 
achieve  maximal  control. 


INDERAL 


irmwaam  TABLETS 


10  mg  20  mg  40  mg  60  mg  80  mg  90  mg 

The  appearance  of  these  tablets  is  a registered  trademark  of  Ayerst  Laboratories. 
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INDERALLA 
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LONG  ACTING 
CAPSULES 
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The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULARS ) 
INDERAL''  (propranolol  hydrochloride)  Tablets  and  Injectable 
INDERAL"  LA  (propranolol  hydrochloride)  Long  Acting  Capsules 
INDICATIONS  AND  USAGE— INDERAL  Tablets 
Hypertension:  INDERAL  (propranolol  hydrochloride)  is  indicated  in  the  management  of 
hypertension  It  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 
Cardiac  Arrhythmias: 

1 ) Supraventricular  arrhythmias 

a)  Paroxysmal  atrial  tachycardias,  particularly  those  arrhythmias  induced  by  cate- 
cholamines or  digitalis  or  associated  with  the  Wolft-Parkinson-White  syndrome  (See  W-P-W 
under  WARNINGS  ) b)  Persistent  sinus  tachycardia  which  is  noncompensatory  and  impairs 
the  well-being  of  the  patient  c)  Tachycardias  and  arrhythmias  due  to  thyrotoxicosis  when 
causing  distress  or  increased  hazard  and  when  immediate  effect  is  necessary  as  adjunctive, 
short  term  (2-4  weeks)  therapy  May  be  used  with,  but  not  in  place  of.  specific  therapy  (See 
Thyrotoxicosis  under  WARNINGS.)  d)  Persistent  atrial  extrasystoles  which  impair  the  well- 
being of  the  patient  and  do  not  respond  to  conventional  measures  e)  Atrial  flutter  and 
fibrillation  when  ventricular  rate  cannot  be  controlled  by  digitalis  alone,  or  when  digitalis  is 
contraindicated 

2 ) Ventricular  tachycardias 

Ventricular  arrhythmias  do  not  respond  to  propranolol  as  predictably  as  do  the  supra- 
ventricular arrhythmias  a)Ventricular  tachycardias  With  the  exception  of  those  induced  by 
catecholamines  or  digitalis,  INDERAL  is  not  the  drug  of  first  choice  In  critical  situations  when 
cardioversion  technics  or  other  drugs  are  not  indicated  or  are  not  effective.  INDERAL  may  be 
considered  If.  after  consideration  of  the  risks  involved,  INDERAL  is  used,  it  should  be  given 
intravenously  in  low  dosage  and  very  slowly.  (See  DOSAGE  AND  ADMINISTRATION  ) Care  in 
the  administration  of  INDERAL  with  constant  electrocardiographic  monitoring  is  essential  as 
the  failing  heart  requires  some  sympathetic  drive  for  maintenance  of  myocardial  tone  b) 
Persistent  premature  ventricular  extrasystoles  which  do  not  respond  to  conventional  mea- 
sures and  impair  the  well-being  of  the  patient 

3 ) Tachyarrhythmias  of  digitalis  intoxication 

If  digitalis-induced  tachyarrhythmias  persist  following  discontinuance  of  digitalis  and  cor- 
rection of  electrolyte  abnormalities,  they  are  usually  reversible  with  oral  INDERAL  Severe 
bradycardia  may  occur  (See  OVERDOSAGE.)  Intravenous  propranolol  hydrochloride  is 
reserved  for  life-threatening  arrhythmias  Temporary  maintenance  with  oral  therapy  may  be 
indicated  (See  DOSAGE  AND  ADMINISTRATION  in  the  package  circulars  ) 

4 ) Resistant  tachyarrhythmias  due  to  excessive  catecholamine  action  during  anesthesia 
Tachyarrhythmias  due  to  excessive  catecholamine  action  during  anesthesia  may  some- 
times arise  because  of  release  of  endogenous  catecholamines  or  administration  of  cate- 
cholamines When  usual  measures  fail  in  such  arrhythmias.  INDERAL  may  be  given 
intravenously  to  abolish  them  All  general  inhalation  anesthetics  produce  some  degree  of 
myocardial  depression.  Therefore,  when  INDERAL  (propranolol  hydrochloride)  is  used  to 
treat  arrhythmias  during  anesthesia,  it  should  be  used  with  extreme  caution  and  constant 
ECG  and  central  venous  pressure  monitoring.  (See  WARNINGS  ) 

Myocardial  Infarction:  INDERAL  is  indicated  to  reduce  cardiovascular  mortality  in 
patients  who  have  survived  the  acute  phase  of  myocardial  infarction  and  are  clinically  stable 
Migraine:  INDERAL  is  indicated  for  the  prophylaxis  of  common  migraine  headache  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 
Hypertrophic  Subaortic  Stenosis:  INDERAL  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta  receptor  stimulation 
Clinical  Improvement  may  be  temporary, 

Pheochromocytoma:  After  primary  treatment  with  an  alpha-adrenergic  blocking 
agent  has  been  instituted.  INDERAL  may  be  useful  as  adjunctive  therapy  if  the  control  of 
tachycardia  becomes  necessary  before  or  during  surgery 
It  is  hazardous  to  use  INDERAL  unless  alpha-adrenergic  blocking  drugs  are  already  In 
use,  since  this  would  predispose  to  serious  blood  pressure  elevation  Blocking  only  the 
peripheral  dilator  (beta)  action  of  epinephrine  leaves  its  constrictor  (alpha)  action 
unopposed 

In  the  event  of  hemorrhage  or  shock,  there  is  a disadvantage  in  having  both  beta  and 
alpha  blockade  since  the  combination  prevents  the  increase  in  heart  rate  and  peripheral 
vasoconstriction  needed  to  maintain  blood  pressure 
With  inoperable  or  metastatic  pheochromocytoma.  INDERAL  may  be  useful  as  an  adiunct 
to  the  management  of  symptoms  due  to  excessive  beta  receptor  stimulation 
INDICATIONS  AND  USAGE— INDERAL  LA  Long  Acting  Capsules 
Hypertension:  INDERAL  LA  (propranolol  hydrochloride)  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihyperten- 
sive agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management 
of  hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for 
the  long-term  management  of  patients  with  angina  pectoris 
Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 
Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-in- 
duced angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  perfor- 
mance The  effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a 
reduction  of  the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor 
stimulation  Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  and  INDERAL  LA  are  contraindicated  in  1)  car- 
diogenic shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial 
asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a 
tachyarrh^hmia  treatable  with  INDERAL 


WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up 
in  patients  with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  (propranolol  hydrochloride)  therapy  Therefore,  when  discontinuance  of 
INDERAL  is  planned  the  dosage  should  be  gradually  reduced  over  at  least  a few  weeks, 
and  the  patient  should  be  cautioned  against  interruption  or  cessation  of  therapy  without 
the  physicians  advice  It  INDERAL  therapy  is  interrupted  and  exacerbation  of  angina 
occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take  other  measures 
appropriate  tor  the  management  of  unstable  angina  pectoris  Since  coronary  artery 
disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  pro- 
pranolol for  other  indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamine  or  iso- 
proterenol However,  such  patients  may  be  subiect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta 
blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  ad)ust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  func- 
tion tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with 
impaired  hepatic  or  renal  function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or 
orthostatic  hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of 
significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of 
the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility 
that  was  attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human 
dose 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic,  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune . In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol. 
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first  is  that  the  results  of  the  committee 
meetings  regarding  the  Interprofessional 
Code  have  not  been  communicated  to  the 
PMS  membership,  and  second  is  the  ques- 
tion of  whether  or  not  the  content  of  the 
code/guidelines  is  acceptable. 

The  House  approved  filing  Report  A. 

Report  A,  Executive  Vice  President 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  A,  Executive  Vice 
President,  be  filed. 

Your  reference  committee  wishes  to  compli- 
ment PMS  administrative  staff  for  the  fine 
job  it  has  done  in  developing  a sophisticated 
data  processing  system  as  well  as  an  compre- 
hensive physician  data  base. 

The  House  approved  filing  Report  A. 

Address  of  the  President  Elect,  D. 
Ernest  Witt,  MD 

Recommendation  2,  Address  of  the 
President  Elect:  Reexamination  of  1980 
All-member  Survey  to  Assess  Our  Posi- 
tion, Strengths,  Weaknesses,  and  Direc- 
tion 

Recommendation  8,  Address  of  the 
President  Elect:  Continued  Close  Per- 
sonal Contact  with  Leadership  of  Other 
Groups  Involved  in  Health  Care 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  2 of  the  Ad- 
dress of  the  President  Elect  be  approved. 

The  House  approved  Recommendation  2 of 
the  president  elect. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  8 of  the  Ad- 
dress of  the  President  Elect  be  approved. 

The  House  approved  Recommendation  8 of 
the  president  elect. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  remainder  of  the  referred 
portion  of  the  Address  of  the  President  Elect 
be  filed. 

The  House  approved  filing  the  remainder 
of  the  Address  of  the  President  Elect. 

The  following  items  were  considered  to- 
gether. 

Address  and  Recommendation  of  the 
President,  John  Y.  Templeton  III,  MD 

Report  J,  Board  of  Trustees,  Task 
Force  to  Study  Structure  (Resolution 
81-26) 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  con- 
tained in  the  Address  of  the  President  be  re- 
ferred for  further  study,  and  furthermore, 
that  it  be  studied  by  the  special  committee 
which  is  proposed  in  Report  J of  the  Board  of 
Trustees. 

The  House  approved  the  recommendation. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  remainder  of  the  Address 
of  the  President  be  filed. 

The  House  approved  filing  the  remainder 
of  the  Address  of  the  President. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  con- 
tained in  Report  J of  the  Board  of  Trustees 
concerning  a special  committee  to  study 
structure  be  approved  and  that  the  commit- 
tee consider  at  least  appointments  to  the 


Board  of  Trustees  both  on  a geographic  and 
population  basis. 

The  House  approved  the  recommendation. 

Your  reference  committee  wishes  to  point 
out  that  it  heard  considerable  discussion  re- 
garding both  the  positive  and  negative  as- 
pects of  Dr.  Templeton’s  recommendation. 
Much  of  the  discussion  centered  on  the  ques- 
tions of  adequate  time  to  do  an  effective  job 
and  the  lack  of  sufficient  remuneration  for 
the  restructured  position. 

The  following  items  were  considered  to- 
gether: 

Report  G,  Board  of  Trustees 
Report  A,  Committee  on  Aid  to 
Education 

1984  Report,  The  Educational  and 
Scientific  Trust  of  PMS 
Resolution  84-22,  Commendation  of 
the  Education  and  Scientific  Trust 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  commend  the  efforts  of  The  Edu- 
cational and  Scientific  Trust  in  collecting  out- 
standing loans  and  in  making  those  monies 
available  for  new  loans. 

Resolution  84-23,  Cost  of  PMS 
Programs  to  Medical  Students 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  offer  its  educational  workshops 
and  seminars  to  its  student  members  at  a 
substantially  reduced  cost  that  would  be  con- 
sidered affordable  to  the  average  medical  stu- 
dent. 

Resolution  84-24,  Increase  in 
Guaranteed  Student  Loan  Limits 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  Terrell  H.  Bell,  Secretary  of 
the  Department  of  Education,  to  increase  the 
guaranteed  student  loan  borrowing  limits. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  G of  the  Board  of 
Trustees  and  Report  A of  the  Committee  on 
Aid  to  Education  which  calls  for  an  $8  alloca- 
tion to  support  the  student  loan  program  be 
rejected. 

The  House  rejected  Report  G and  Report 
A. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  $10  be  allocated  from  the  1984 
annual  membership  assessment  to  support 
the  student  loan  program.  (Financial  Note: 
$25,000  increase.) 

The  House  approved  the  recommendation. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  remainder  of  Report  G of 
the  Board  of  Trustees  be  filed. 

The  House  approved  filing  the  remainder 
of  the  Report  G. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  each  member  of  the  Society  re- 
spond with  a tax-deductible  contribution  to 
special  fund-raising  campaigns  of  The  Educa- 
tional and  Scientific  Dust  to  support  educa- 
tional endeavors. 

The  House  approved  the  recommendation. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  efforts  be  increased  to  encour- 
age all  PMS  members  to  make  a voluntary 
tax-deductible  contribution  to  the  student 
loan  program. 

The  House  approved  the  recommendation. 


Mr.  Speaker,  your  reference  committee  rec- 
ommends that  all  students  currently  receiv- 
ing aid  from  The  Educational  and  Scientific 
Dust  be  encouraged  to  recruit  new  PMS 
members  from  the  ranks  of  the  medical 
school  faculty  and  fellow  students. 

The  House  approved  the  recommendation. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  1984  Annual  Report  of 
The  Educational  and  Scientific  Trust  be  filed. 

The  House  approved  filing  the  1984  annual 
report  of  The  Educational  and  Scientific 
Trust. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-22,  Commenda- 
tion of  The  Educational  and  Scientific  Dust, 
be  adopted. 

The  House  adopted  Resolution  84-22. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-23,  Cost  of  PMS 
Continuing  Education  Programs  Offered  to 
Medical  Students  be  adopted,  and  further- 
more, that  the  costs  of  such  programs  to  med- 
ical students  be  25  percent  of  the  regular  fee 
charged  to  PMS  members. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  resolution  as  fol- 
lows: “RESOLVED,  That  the  Pennsylvania 
Medical  Society  offer  its  educational  work- 
shops and  programs  to  its  student  members 
at  fees  which  accurately  reflect  these  mem- 
bers’ ability  to  pay,  not  to  exceed  25  percent 
of  the  fee  charged  to  its  regular  members.”  It 
was  moved  and  seconded  to  further  amend 
the  resolution  by  deleting  “. . . at  fees  which 
accurately  reflect  these  members’  ability  to 
pay,  not  to  exceed  25  percent  of  the  fee 
charged  to  its  regular  members”  and  insert 
“. . . at  no  charge  when  it  is  financially  feasi- 
ble to  do  so.”  The  House  adopted  Resolution 
84-23  as  amended. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  84-24,  Increases  in 
Guaranteed  Student  Loan  Limits,  be 
adopted. 

Your  reference  committee  heard  consider- 
able testimony  regarding  the  level  of  funding 
for  the  student  loan  program.  The  committee 
would  like  to  point  out  that  a decrease  in  the 
dues  allocation  from  $10  to  $8  results  in  a 
decrease  of  $25,000  to  the  student  loan  pro- 
gram. The  committee  would  like  to  compli- 
ment the  students  for  their  excellent  input 
during  the  testimony. 

The  House  adopted  Resolution  84-24. 

Report  I,  Board  of  Trustees, 

Resolution  83-5,  Video  Voice 
Communications  Network 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  con- 
tained in  Report  I of  the  Board  of  Dustees  be 
approved. 

The  House  approved  the  recommendation. 
Annual  Assessment 

Gerald  L.  Andriole,  MD,  chairman  of  the 
Finance  Committee  of  the  Board  of  Trustees, 
presented  the  following  report  containing  the 
recommendation  of  the  Finance  Committee 
that  the  annual  assessment  for  full  dues- 
paying  members  remain  at  $275  annually. 

“Mr.  Speaker,  members  of  the  House  of 
Delegates:  At  the  first  session  of  this  House, 
I presented  to  you  a report  on  the  1985  bud- 
get. 

“The  Finance  Committee  has  reviewed  the 
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situation  carefully  and  recommends  that  the 
dues  for  1985  remain  at  $275  annually. 

“The  House  of  Delegates  has  approved  the 
recommendation  that  $10  from  the  1985  an- 
nual assessment  be  allocated  to  The  Educa- 
tional and  Scientific  Trust.  Subject  to  House 
approval  of  the  committee's  recommendation 
for  the  1985  assessment,  the  Finance  Com- 
mittee will  introduce  a resolution  at  the  reor- 
ganization meeting  of  the  Board  of  Trustees, 
instructing  the  Treasurer  of  the  Society  to 
make  the  appropriate  distribution  to  The  Ed- 


ucational and  Scientific  Trust. 

“This  means  that  $265  of  the  annual  as- 
sessment of  each  full  dues-paying  member 
will  be  available  to  the  general  fund  for  oper- 
ating expenses  of  the  Society.” 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  approve  the  recommendation 
of  the  Finance  Committee  that  the  1985  an- 
nual assessment  remain  at  $275  per  active 
member.  Of  this,  4.4  percent  ($10)  will  be  allo- 
cated to  The  Educational  and  Scientific 
Trust.  The  House  approved  this  motion. 


It  was  moved  and  seconded  from  the  floor 
of  the  House  to  give  the  Speaker,  vice 
speaker,  and  administrative  staff  a vote  of 
thanks.  The  House  approved  this  motion. 

The  House  of  Delegates  adjourned  at  1 1:08 
a.m. 

Respectfully  submitted, 

Donald  E.  Harrop,  MD,  Speaker 
James  A.  Raub,  MD,  Vice  Speaker 
G.  Winfield  Yarnall,  MD,  Secretary 
James  E.  Paxton,  Assistant  Secretary 
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Asbestosis:  inhalation  disease  of  the  lungs 

Harry  Shubin,  MD 


Table  1 

Major  Types  of  Asbestos 


Characteristics 

Chrysotile  (white) 

Crocidolite  (blue) 

Amosite  (brown) 

Basic  composition 

hydrated  magnesium 
silicate 

hydrated  silicate 
of  iron  and  sodium 

hydrated  silicate 
of  iron  and  magnesium 

Color  of 
crude  rock 

deep  green 

blue 

mid-brown 

Texture  of  fiber 

silky,  soft 

harsh 

coarse 

Flexibility  and 
spinning  properities 

excellent 

fair 

poor 

Major  properties 

flexible,  heat- 
resistant,  stiff, 
strong,  alkali- 
resistant 

flexible,  heat- 
resistant,  stiff, 
strong,  acid- 
resistant 

brittle,  acid- 
resistant 

Adapted  from  The  Journal  of  Respiratory  Diseases,  April  1980. 


The  earth’s  atmosphere  contains 
many  suspended  particles,  both 
natural  and  man-made.  Natural  sources 
are  the  result  of  volcanic  activity,  wind, 
erosion,  forest  fires,  photochemical  re- 
action, or  are  secondary  to  the  action  of 
the  seas.  These  generally  are  nontoxic 
for  man.  However,  chemical  fumes, 
products  of  combustion,  and  dusts  from 
mining  and  industry  are  potential 
sources  for  lung  diseases.  There  are 
many  toxic  inhalants,  such  as  silicon  di- 
oxide, silicates,  coal  dust,  beryllium, 
and  soapstone. 

Our  discussion  will  be  limited  to  as- 
bestos. Knowledge  of  diseases  associ- 
ated with  the  use  of  asbestos  appar- 
ently dates  back  2000  years,  to  Roman 
times.  It  was  reported  as  a harmful  sub- 
stance about  1900,  and  by  1930'  there 
was  substantial  international  scientific 
knowledge  concerning  asbestos-related 
diseases. 

During  the  past  two  decades,  deleteri- 
ous effects  of  asbestos  exposure  have 
been  recognized  as  a serious  public 
health  hazard.2'7  During  the  early 
1940s,  the  use  of  asbestos  had  increased 
in  many  industries,  with  over  1 1 million 
American  workers  exposed,  including 
about  4.5  million  shipyard  workers.  The 
figures  were  similar  in  other  countries. 
In  addition,  reports  of  widespread  expo- 
sure to  asbestos  from  deteriorating 
school  and  office  ceilings  and  other 
sources  aroused  concern. 

Exposure  to  asbestos  may  cause  as- 
bestosis, an  inorganic  dust  pneumoco- 
niosis, in  which  salts  of  silicic  acid  act 
as  pulmonary  fibrogenic  agents.8 

Epidemiology 

The  prevalence  of  asbestosis  through- 
out the  world  is  difficult  to  determine 
accurately.9  The  frequency  of  asbestos 
bodies  (coated  asbestos  fibers  found  in 

54 


the  lungs)  in  random  autopsies  has  re- 
vealed an  incidence  of  24%  in  London, 
41%  in  Pittsburgh,  and  48%  in  Mon- 
treal. These  figures  probably  represent 
increased  asbestos  exposure  rather 
than  actual  disease,  but  they  indicate 
the  need  to  supervise  exposed  individ- 
uals closely. 

Types  of  asbestos 

The  properties  of  the  various  forms  of 
asbestos  are  summarized  in  Table  1. 

Chrysotile,  the  most  common,  is  used 
in  the  textile  industry,  in  the  prepara- 
tion of  cement  products,  friction  materi- 
als, insulation,  and  paper  products.  The 
United  States  and  Canada  are  the  ma- 
jor suppliers,  but  it  also  is  mined  in  the 


The  author  is  on  staff  in  the  department  of 
internal  medicine  at  Graduate  Hospital,  Phil- 
adelphia. This  paper  was  presented  at  a semi- 
nar during  the  People  to  People  International 
Pulmonary  Delegation,  held  September  15- 
October  5,  1982,  in  the  People's  Republic  of 
China. 


Soviet  Union,  People’s  Republic  of 
China,  Italy,  Africa,  Australia,  and  Cy- 
press. 

Crocidolite,  a silicate  of  sodium  and 
iron,  is  mined  in  Australia,  South  Af- 
rica, Bolivia,  and  the  People’s  Republic 
of  China.  It  is  used  in  textiles,  pressure 
pipes,  cement  products,  and  in  the  man- 
ufacture of  plastics. 

Amo  site,  a silicate  of  iron  and  magne- 
sium mined  in  South  Africa  and  India, 
is  used  in  cement  products,  plastic  rein- 
forcement, refractory  piles,  and  pres- 
sure pipes. 

Actinolite  is  larger  in  diameter  than 
chrysotile,  and  is  a calcium,  magne- 
sium, iron  silicate  mined  in  the  Republic 
of  South  Africa. 

Anthrophyllite  and  tremolite  are  rela- 
tively rare  types  of  asbestos,  composed 
of  magnesium  silicate  or  calcium  and 
magnesium  silicate.  Anthrophyllite  is 
mined  in  Finland,  United  States,  South 
Africa,  and  Bulgaria.  Tremolite  is 
mined  in  Italy,  South  Africa,  and  Japan. 
They  are  used  in  the  chemical  industry 
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to  make  filters  and  as  fillers.  They  have 
been  reported  to  cause  inflammation  of 
pleural  plaques,  not  only  in  miners  but 
in  people  living  near  mines. 

High  risk  groups 

Because  asbestos  is  resistant  to  phys- 
ical and  chemical  destruction,  it  has 


Table  2 

Workers  at  Increased  Asbestosis  Risk 

Asbestos  miners 

Asbestos  millers 

Asbestos  handlers  (transport  workers,  dock- 
ers, loaders,  rock  crushers,  and  workers 
who  unpack  jute  sacks) 

Construction  and  demolition  workers  (carpen- 
ters, laggers,  painters,  tile  layers,  insula- 
tion workers,  sheet  metal  workers,  heavy- 
equipment  operators,  and  masons) 

Shipyard  workers  (laggers,  steam  fitters, 
strippers,  sailmakers,  jointers,  shipwrights, 
caulkers,  and  welders) 

Automotive  workers  (those  engaged  in  the 
manufacture  or  repair  of  gaskets,  brake  lin- 
ings, and  undercoatings) 

Textile  workers 

Cement  and  paper  products  workers 

Friction  materials  workers 

Insulation  products  workers 


Adapted  from  The  Journal  of  Respiratory  Dis- 
eases, April  1980. 


many  applications  in  industry,  includ- 
ing use  for  fireproofing,  insulation,  rein- 
forcement, acid  resistance,  filtering,  co- 
hesion, piping,  and  pipe  covering.  Those 
involved  in  mining,  processing,  storing, 
and  disposal  of  products  containing  as- 
bestos are  potential  victims  of  asbesto- 
sis (Table  2). 10 

In  spite  of  extensive  research,  there  is 
still  much  debate  concerning  the  defini- 
tive biologic  mechanism  by  which  as- 
bestos fibers  exert  their  fibrogenic  and 
carcinogenic  effects.  Studies  of  patients 
with  asbestosis  have  revealed  abnor- 
malities in  both  the  cellular  and 
humoral  components  of  the  immune  re- 


sponse. Patients  have  defective  cell- 
mediated  immunity  both  in  vivo  and  in 
vitro.  Future  studies,  especially  immu- 
nologic, may  resolve  some  of  the  prob- 
lems and  explain  different  reactions  in 
individuals  with  similar  exposures.  The 
reason  for  the  high  incidence  of  malig- 
nancy associated  with  asbestosis  has 
not  been  definitely  determined.  It  ap- 
pears to  be  related  to  the  type  and  dura- 
tion of  exposure,  after  a period  of  10-20 
years. 

Crocidolite  is  the  most  frequently  im- 
plicated variety  of  fiber,  particularly  in 
patients  with  mesothelioma.  The  risk  of 
developing  mesothelioma  is  lower  after 
exposure  to  amosite,  and  is  lowest  with 
chrysotile  exposure.  The  risk  is  higher 
for  residents  of  cities  that  have  ship- 
building or  ship  repair  industries. 

In  addition  to  pleural  or  peritoneal 
mesotheliomas,  other  neoplasms  re- 
lated to  asbestosis  include  broncho- 
genic, laryngeal,  and  gastrointestinal 
carcinomas.  The  incidence  of  carcinoma 
is  significantly  greater  among  cigarette 
smokers  who  have  been  exposed  to  as- 
bestos. 

Diagnosis 

The  procedure  for  diagnosing  asbes- 
tosis is  outlined  in  Table  3.  Clinical  man- 
ifestations (dyspnea  with  cough)  usu- 
ally do  not  occur  earlier  than  10  years 
after  exposure.  It  is  not  known  why  par- 
ticles are  dormant  in  the  lungs  for  long 
periods  before  evoking  an  organ  re- 
sponse, nor  is  there  a satisfactory  expla- 
nation for  the  fact  that  a disease  conse- 
quent to  asbestos  exposure  may  appear 
long  after  exposure  has  ceased. 

Initially,  the  alveoli  and  the  bronchi- 
oles respond  to  asbestos  fibers  with 
macrophages;  then  fibroblasts  produce 
the  collagen,  which  forms  the  character- 
istic diffuse  pulmonary  fibrosis.  Basal 
crepitations  and  clubbing  of  fingers 
may  be  present.  Typically,  pulmonary 
function  testing13,14  reveals  a restrictive 
ventilatory  pattern,  with  decreased  vi- 
tal capacity  and  lung  volumes  with  a 
low  diffusing  capacity.  Arterial  hypoxe- 
niia  also  may  be  found. 

As  with  all  interstitial  fibrotic  dis- 
eases, there  may  not  be  a good  correla- 
tion of  pulmonary  function  abnormali- 
ties and  radiographic  findings.  The 
radiographic  findings  are  characteris- 
tic,111 especially  in  the  lower  lobes, 
where  small  irregular  opacities,  pleural 
and  diaphragm  thickening,  and  calcifi- 
cation of  chest  walls  can  be  seen  (Fig- 
ures 1 and  2).  The  incidence  of  mesothe- 
lioma or  carcinoma  is  much  greater  in 


patients  with  asbestosis. 

There  may  be  significant  decrease  in 
pulmonary  function  with  a relatively 
normal  radiograph  or  only  mild  func- 
tional changes  with  extensive  radio- 
graphic  abnormalities.  It  is  essential 
to  correlate  the  history,  especially  occu- 
pational, physical  examination,  chest 
x-rays,  PA,  lateral,  obliques,  pulmonary 
function  tests,  and  studies  of  arterial 
blood  gasses,  in  order  to  make  the  diag- 
noses. Open,  transbronchial,  trans- 
thoracic, or  needle  biopsy  may  be  neces- 
sary for  direct  confirmation  in  differen- 
tiating asbestosis  from  other  intersti- 
tial fibrotic  diseases. 


Table  3 

Diagnosis  of  Asbestosis  Determined  by: 

1.  History,  including  detailed  occupational 
history 

2.  Complete  physical  examination 

3.  Chest  x-rays— serial  films 
Posterior-anterior 
Lateral 

Right  oblique 
Left  oblique 

Possible  CAT  scan  x-rays 

4.  Pulmonary  function  tests 
Pre  and  post-bronchodilator 

5.  Studies  of  arterial  blood  gasses 
Pre  and  post-exercise 

6.  Biopsy 

Needle,  transbronchial,  or  transthoracic 
(open) 


Preventive  measures 

In  view  of  the  widespread  use  of  as- 
bestos, there  is  significant  danger  of  un- 
known exposure.  Therefore,  even  mini- 
mal exposure  must  be  detected,  and 
controlled  or  eliminated.  Research  and 
the  use  of  nontoxic  replacement  prod- 
ucts with  similar  qualities  is  essential. 

Other  preventive  measures  include 
the  proper  use  of  respirators'6  and  the 
development  of  new  units  that  prevent 
the  inhalation  of  asbestos  dust.  Work- 
ers who  are  at  present  removing  old  as- 
bestos or  applying  new  asbestos  should 
be  fully  covered,  wear  full  facepiece  res- 
pirators, and  work  in  controlled  areas. 

The  full  facepiece  respirator,  with  its 
inner  mask  that  covers  the  nose  and 
mouth  and  directs  the  exhaled  breath 
away  from  the  window  currently  is  the 
most  effective.  Also,  it  reduces  the  vol- 
ume of  exhaled  air  retained  within  the 
facepiece,  thus  reducing  the  amount  of 
fatigue  produced  by  wearing  the  respi- 
rator. 

Most  respirators  prevent  the  ingress 
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Figure  1 X-ray  shows  calcification  of  right  diaphragm. 


Figure  2 X-ray  shows  massive  anthracosilicosis. 


of  asbestos  fibers  through  the  seal  of 
the  respirator  to  the  face.  The  problem 
with  the  cartridge  types  is  that  if  they 
are  not  fitted  correctly  to  the  face,  unfil- 
tered air  may  leak  in  at  the  seal,  enter- 
ing the  wearer’s  breathing  zone.  Air 
compressors  which  provide  clean  air  to 
the  wearers,  must  have  inlets  situated 
in  an  area  free  of  contamination,  and  if 
oil-lubricated  piston  compressors  are 
used,  a carbon  monoxide  alarm  should 
be  fitted. 

Sealants  have  been  used  to  prevent 
asbestos  dust  in  older  installations. 
Sealants  are  applied  in  two  coats,  the 
first  yellow,  the  second  blue,  for  easy 
identification.  The  sealant  penetrates 
the  asbestos,  dries,  and  forms  a firm, 
damage-resistant  coating  that  is  in- 
flammable and  economical.  Future 
tests  will  tell  whether  sealants  are  an  ef- 
fective preventive  measure. 

Management 

Once  the  diagnosis  of  asbestosis  is  es- 
tablished, medical  management  is  re- 
stricted to  the  symptomatic  care  of  the 
patient.  Analgesics  for  relief  of  chest 
pain,  bronchodilators  to  improve  dys- 
pnea, and  physical  therapy  to  remove 
inspissated  secretions  can  be  helpful. 
Other  therapy  includes  giving  influenza 
and  pneumonia  vaccines.  Inhalation 
oxygen  therapy  may  make  the  patient 
more  comfortable.  Corticosteroids  are 
ineffective,  except  in  cases  of  acute  res- 
piratory problems,  and  lung  resection  is 
not  recommended. 

The  clinical  course  of  mesothelioma 
has  been  a rapid  progressive  downhill 


course.  However,  recent  chemotherapy 
regimens  show  promise.  Carcinoma  is 
not  as  common  in  nonsmokers  exposed 
to  asbestos.  There  is  a possible  syner- 
gistic effect  between  smoking  and  as- 
bestosis in  the  development  of  carci- 
noma. Patients  should  not  smoke! 

Although  the  risk  of  asbestosis  from 
hair  dryers,  asbestos  ceilings,  demoli- 
tion of  old  buildings,  or  spraying  of  new 
structures  is  unknown,  these  items  are 
potentially  dangerous. 

Summary 

Asbestosis,  an  old  disease,  interna- 
tional in  scope,  in  recent  years  has  been 
recognized  as  a danger  to  the  health  of 
millions  of  people.  Diagnosis  is  made  by 
history  (occupational),  physical  exami- 
nation, chest  x-rays,  pulmonary  func- 
tion studies,  studies  of  arterial  blood 
gasses,  and  biopsy.  Prognosis  is  poor 
since  onset  usually  occurs  many  years 
after  exposure  with  irreversible 
changes,  progressive  worsening,  pulmo- 
nary insufficiency,  cardiac  failure,  and 
an  increased  incidence  of  mesothelioma 
and  carcinoma. 

Earlier  diagnosis,  avoidance  of  all  pol- 
luted areas,  not  smoking,  using  ade- 
quate respirators,  changing  clothes  at 
work,  replacing  asbestos  with  other 
nontoxic  substances,  and  supportive 
medical  management  will  diminish  the 
number  of  victims  and  give  those  af- 
fected more  comfortable  lives.  During 
the  past  two  years,  I have  evaluated 
more  than  550  people — active  workers, 
families  of  workers,  and  pensioners— 
who  were  exposed  to  asbestos  for  10-29 


years.  Among  this  group,  the  majority 
had  symptoms  of  asbestos-related  ill- 
ness, ranging  from  minimal  pleural 
thickening  to  more  advanced  disease. 
The  degree  of  impairment  varies  among 
these  patients. 14  Further  studies  are  in 
progress.  □ 
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Figure  1 X-ray  shows  calcification  of  right  diaphragm. 


Figure  2 X-ray  sh< 


of  asbestos  fibers  through  the  seal  of 
the  respirator  to  the  face.  The  problem 
with  the  cartridge  types  is  that  if  they 
are  not  fitted  correctly  to  the  face,  unfil- 
tered air  may  leak  in  at  the  seal,  enter- 
ing the  wearer’s  breathing  zone.  Air 
compressors  which  provide  clean  air  to 
the  wearers,  must  have  inlets  situated 
in  an  area  free  of  contamination,  and  if 
oil-lubricated  piston  compressors  a*"e 
used,  a carbon  monoxide  alarm  should 
be  fitted. 

Sealants  have  been  used  to  prevent 
asbestos  dust  in  older  installations. 
Sealants  are  applied  in  two  coats,  the 
first  yellow,  the  second  blue,  for  easy 
identification.  The  sealant  penetrates 
the  asbestos,  dries,  and  forms  a firm, 
damage-resistant  coating  that  is  in- 
flammable and  economical.  Future 
tests  will  tell  whether  sealants  are  an  ef- 
fective preventive  measure. 

Management 

Once  the  diagnosis  of  asbestosis  is  es- 
tablished, medical  management  is  re- 
stricted to  the  symptomatic  care  of  the 
patient.  Analgesics  for  relief  of  chest 
pain,  bronchodilators  to  improve  dys- 
pnea, and  physical  therapy  to  remove 
inspissated  secretions  can  be  helpful. 
Other  therapy  includes  giving  influenza 
and  pneumonia  vaccines.  Inhalation 
oxygen  therapy  may  make  the  patient 
more  comfortable.  Corticosteroids  are 
ineffective,  except  in  cases  of  acute  res- 
piratory problems,  and  lung  resection  is 
not  recommended. 

The  clinical  course  of  mesothelioma 
has  been  a rapid  progressive  downhill 


course.  However,  recent  chemotherap 
regimens  show  promise.  Carcinoma  i 
not  as  common  in  nonsmokers  expose 
to  asbestos.  There  is  a possible  synei 
gistic  effect  between  smoking  and  a; 
bestosis  in  the  development  of  care 
noma.  Patients  should  not  smoke! 

Although  the  risk  of  asbestosis  fror 
hair  dryers,  asbestos  ceilings,  demol 
tion  of  old  buildings,  or  spraying  of  nei 
structures  is  unknown,  these  items  ar 
potentially  dangerous. 

Summary 

Asbestosis,  an  old  disease,  intern; 
tional  in  scope,  in  recent  years  has  bee 
recognized  as  a danger  to  the  health  t 
millions  of  people.  Diagnosis  is  made  b 
history  (occupational),  physical  exam 
nation,  chest  x-rays,  pulmonary  fun< 
tion  studies,  studies  of  arterial  bloo 
gasses,  and  biopsy.  Prognosis  is  poc 
since  onset  usually  occurs  many  year 
after  exposure  with  irreversibl 
changes,  progressive  worsening,  pulm< 
nary  insufficiency,  cardiac  failure,  an 
an  increased  incidence  of  mesotheliom 
and  carcinoma. 

Earlier  diagnosis,  avoidance  of  all  po 
luted  areas,  not  smoking,  using  ad< 
quate  respirators,  changing  clothes  a 
work,  replacing  asbestos  with  othe 
nontoxic  substances,  and  supportiv 
medical  management  will  diminish  th 
number  of  victims  and  give  those  a 
fected  more  comfortable  lives.  Durin 
the  past  two  years,  I have  evaluate 
more  than  550  people— active  worker; 
families  of  workers,  and  pensioners- 
who  were  exposed  to  asbestos  for  10-2 
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Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross  tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antiangmal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2 hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 


Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle:  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal  controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose  related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well  controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 


ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  c'imcal  trials  at  various  doses,  the  following  have  been  observed 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose  related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%),  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless 
ness,  pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobm  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets.  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled  release  forms,  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectorispatients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  control led-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled  release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5, 10  mq), 
Oral  Tablets  (5, 10, 20, 30. 40  mg);  Sustained  Action  Tablets  (40  mg). 


STUART  PHARMACEUTICALS 

Division  ot  ICI  Americas  Inc. 

Wilmington,  DE  19897 


obituaries 

• Denotes  PMS  membership  at  death. 


• Gerald  S.  Backenstoe,  Emmaus:  University  of  Pennsylvania 
School  of  Medicine,  1927;  age  81,  died  September  30, 1984.  Dr.  Back- 
enstoe maintained  a general  practice  in  Emmaus  for  over  50  years. 

• James  L.  Baker,  Pittsburgh;  University  of  Pittsburgh  School  of 
Medicine,  1947;  age  61,  died  October  14,  1984.  Dr.  Baker,  a psychia- 
trist, was  clinical  instructor  at  University  of  Pittsburgh. 

• Charles  F.  Berg,  Mt.  Lebanon;  University  of  Pittsburgh  School  of 
Medicine,  1931;  age  78,  died  October  16,  1984.  Dr.  Berg,  a surgeon, 
was  one  of  the  founders  of  Divine  Providence  Hospital,  Pittsburgh. 

• Joseph  H.  Carroll,  Delray  Beach,  FL;  Jefferson  Medical  College  of 
Thomas  Jefferson  University,  1922;  age  85,  died  September  21,  1984. 
Dr.  Carroll  served  as  chief  of  the  obstetrical  staff  at  St.  Francis  Medi- 
cal Center,  Pittsburgh,  before  his  retirement. 

• Philip  J.  Ferry,  Kingston;  Hahnemann  University  School  of  Medi- 
cine; age  73,  died  October  16,  1984.  Dr.  Ferry  specialized  in  proctol- 
ogy. 

• Clifford  C.  Hartman,  Pittsburgh;  The  Johns  Hopkins  University 
School  of  Medicine,  1911;  age  97,  died  October  10,  1984.  Dr.  Hart- 
man was  an  internist. 

J.  Joseph  Hersh,  Pittsburgh;  University  of  Pittsburgh  School  of 
Medicine,  1926;  age  82,  died  October  7,  1984.  Dr.  Hersh  was  a gen- 
eral surgeon. 

• Samuel  Harold  Imboden,  Langhorne;  The  Johns  Hopkins  Univer- 
sity School  of  Medicine,  1926;  age  84,  died  September  24,  1984.  Dr. 
Imboden  practiced  in  Reading  for  over  40  years  before  his  retire- 
ment. 

• Leonard  J.  Jackier,  Wilkes-Barre;  Columbia  University  College  of 
Physicians  and  Surgeons;  age  70,  died  September  25,  1984.  Dr.  Jack- 
ier specialized  in  cardiology. 

• Stuart  N.  Rowe,  Pittsburgh,  University  of  Michigan  Medical 
School,  1930;  age  79,  died  October  11,  1984.  Dr.  Rowe  was  former 
clinical  professor  of  neurosurgery  at  University  of  Pittsburgh. 


The  Educational  and  Scientific  Trust  of  the  Pennsylvania  Medical  So- 
ciety provides  you  with  a way  to  make  a significant  statement  honor- 
ing the  memory  of  and  paying  tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memorial  gift  to  the  PMS 
Educational  and  Scientific  Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to  the  donor  as  well  as  to  the 
family  of  the  deceased. 


STR-2282 


West  Park  Hospital’s  New  Emergency  and  Outpatient  Care  Center 


Opening  in  January,  1985,  West  Park  Hospital's 
new  Emergency  and  Outpatient  Care  Center  provides 
expanded  facilities  to  serve  you  and  your  patients  with 
greater  convenience  and  comfort  featuring  these 
departments: 

• Emergency  Service  features  seven  treatment  areas 
prepared  for  any  emergency  located  adjacent  to  X-ray 
and  Cardio-Pulmonary  Services  is  staffed  around  the 
clock  by  the  Medical  College  of  Pennsylvania  Emer- 
gency Service,  with  physicians  specially  trained  in 
Emergency  Medicine; 

• Cardio-Pulmonary  with  computerized  stress  testing, 
Doppler  echocardiography,  computerized  pulmonary 


function,  and  the  newest  technology  in  cardiac 
diagnostic  testing; 

• Laboratory  Medicine  offers  special  procedures  in- 
cluding Immuno-hematology,  Immuno-histology,  and 
Coagulation  factor  assay  in  addition  to  standard 
laboratory  services; 

• Department  of  Imaging  with  inclusive  diagnostic 
procedures:  interventional  Radiology  including  Digital 
Angiography,  CT,  Ultrasound,  Nuclear  Medicine,  and 
Diagnostic  Radiology; 

• Pharmacy  Services  expand  to  include  a unit  dose 
dispensing  system  and  intravenous  additive  service; 

• Physical  Therapy  Department  is  fully  equipped  for  the 
latest  techniques  in  physical  therapy  and  rehabilitation. 

Call  578-3622  for  more  information  and  an 
invitation  to  our  open  house. 


West  Park  Hospital 

Ford  Road  and  Fairmount  Park  Philadelphia,  PA  19131  (215)  578-3400 


HEALTH  CARE  AT  ITS  BEST: 
AIR  FORCE  MEDICINE 


Air  Force  medicine  is  one  of  our  best 
benefits,  and,  with  your  help,  we’ll 
keep  it  that  way.  The  Air  Force  needs 
physicians  such  as  you  to  become 
members  of  our  health  care  team. 

Most  administrative  responsibilities 
are  in  the  hands  of  others,  giving  our 
physicians  the  time  to  give  their  full  attention 
to  the  patients’  needs  Our  hospitals  are  staffed 
with  dedicated,  competent  professionals. 

You’ll  find  you  will  have  time  for  your  family,  and  to 
keep  abreast  of  the  latest  methods  and  technologies  that 
you  don’t  have  time  for  now.  We  also  offer  unlimited 
professional  development  and  financial  security. 

If  you’re  considering  a change,  consider  Air  Force  medicine. 

To  find  out  more  about  Air  Force  medicine,  contact  your  nearest  Air  Force 
recruiter.  Experience  health  care  at  its  best. 


Pittsburgh  - SSgt.  Winterhalter  (412)  644-5875 
Philadelphia  - Medical  Team  (609)  724-2585 


A great  way  of  life! 


MALPRACTICE  BULLETIN 


ADVISES 

PENNSYLVANIA 

PHYSICIANS 


DO  NOT  RENEW  YOUR 
MALPRACTICE  INSURANCE  POLICY... 

WITHOUT  RECEIVING  A QUOTE  FROM  PENNSYLVANIA'S  ONLY  MALPRACTICE 
COMPANY  OWNED  EXCLUSIVELY  BY  IT'S  INSURED  PHYSICIANS. 


Now  that  you've  read  the  fine  print.  We  at  PIE  believe  you  will  take  the  time  to  evaluate 
the  many  benefits  offered  by  Pennsylvania's  only  malpractice  company  owned  exclusively  by 
it's  insured  physicians. 

LOOK  AT  OUR  CHART.  Common  sense  would  dictate  that  you  should 

purchase  your  malpractice  insurance  from  PI  E.  But  some  physicians  are  still  thinking  about  it. 
And  while  they're  thinking  about  it  PIE's  insured  are  enjoying  the  low  premiums  . 

Since  July  of  1983,  over  100  Pennsylvania  Physicians,  like  you,  saved  $926,453  in 
premium  costs  by  insuring  with  PIE. 

HOW  CAN  PIE  CHARGE  LESS?  Very  simply,  we  believe  PIE  is  run  more  efficiently. 
PIE  was  established  to  provide  insurance  at  cost.  PIE  works  hard  to  hold  costs  down  so  the 
savings  can  be  passed  along  to  it's  policyholders. 

IMMEDIATE  SAVINGS.  You  may  take  advantage  of  these  lower  rates  NOW!  You  do  not 
have  to  wait  until  your  present  policy  expires.  Depending  upon  specialty  and  location,  total 
savings  over  a year  can  be  enormous,  Orthopedics  and  Neurosurgeons  can  save  $13,000.  or 
more!  Urologists  can  save  $7,800.!  An  Ob/Gyn  over  $10,000.! 

Naturally,  you  may  have  some  questions  about  PIE.  We'd  be  happy  to  send  you  a free 
brochure.  Simply  return  the  reply  card  or  phone  us  toll  free  at  1-800-462-0492. 


PHYSICIANS  PROFESSIONAL  INSURANCE  EXCHANGE 
Plymouth  Plaza  - Suite  #207  • Plymouth  Meeting,  PA  19462 

Please  mall  additional  literature. 


Name  Specialty 
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IMMEDIATE  RESPONSE  REQUESTED 
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YES  NO 

IMMEDIATE  RESPONSE  REQUESTED 


PHONE  # 


MALPRACTICE  BULLETIN 


MED  PRO  EXEC.  JOINS 
PIE’S  MANAGEMENT  TEAMI 


ASKED  WHY?  HE  REPLIES: 

“AFTER  DISCUSSING  WITH  MANY  OF  OUR  INSURED  PHYSICIANS  WHY  THEY 
WERE  SWITCHING  TO  PIE,  THEY  CONVINCED  ME.  PIE'S  COMPETITIVE  RATES, 
UNDERWRITING  AND  RISK  MANAGEMENT  PHILOSOPHIES,  REPRESENT  THE  BEST 
SOLUTION  TO  THE  FINANCIAL  AND  POLITICAL  PROBLEMS  FACING  PENNSYLVANIA 
PHYSICIANS." 

Raymond  J.  Nolen,  Jr. 

Vice  President  Marketing  Administration 


PIE  is  pleased  to  announce  the  addition  of  Raymond  J.  Nolen,  Jr.  as  Vice  President  Marketing 
Administration.  The  addition  of  Ray  to  PIE's  management  team  brings  with  it  1 1 years  management 
experience  in  serving  Pennsylvania  physicians. 

In  addition  to  his  marketing  responsibilities,  Ray  will  be  called  upon  to  oversee  the  area  of 
policyholder  service. 

We've  convinced  Ray  to  switch,  now  let  us  convince  you!  Simply  return  the  coupon  below 

or  call  Ray  toll  free  at  1—800—462-0492. 
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capital  commentary 

Legislature  adjourns,  record  reviewed 


Robert  H.  Craig  Jr. 

As  constitutionally  required,  the 
House  and  Senate  completed  their  two- 
year  legislative  session  by  November  30 
and  adjourned  sine  die.  The  General  As- 
sembly reconvened  for  swearing  in  cere- 
monies on  the  first  Tuesday  in  January 
(this  year  New  Year’s  Day).  In  the  last 
session,  several  bills  were  passed  and 
signed  into  law  with  PMS  support.  We 
are  far  ahead  on  the  relative  value  scale 
of  legislation.  Much  that  was  sought  by 
other  special  interests,  we  were  able  to 
keep  “bottled  up”  in  committee. 

We  monitored  closely  over  150  pieces 
of  legislation  of  interest  to  medicine.  In 
total  the  legislators  sponsored  over 
4,200  bills.  Those  bills  were  amended 
frequently,  and  we  studied  over  6,100 
different  versions  of  bills  moving 
through  the  legislative  process. 

The  battle  resumes  January  1,  1985, 
when  the  next  two-year  session  con- 
venes. Bills  we  have  opposed  are  ex- 
pected to  reappear  at  sometime  or  an- 
other. We  hope  more  of  the  bills  we 
support  will  pass  during  this  session. 
Review  of  1983-84  proposed  bills 
Ambulance  Licensure.  Although  the 
EMS  Act  was  extended  (now  to  June 
30,  1985),  legislation  licensing  ambu- 
lance services  and  personnel  was  not 
passed. 

Audiologists.  A bill  creating  a board  to 
license  audiologists,  speech  patholo- 
gists, and  hearing  teachers  was  passed 
despite  concerns  raised  by  the  Pennsyl- 
vania Academy  of  Opthalmology  and 
Otolaryngology,  and  is  on  the  gover- 
nor’s desk. 

Blood  Tests.  Legislation  which  in- 
cluded the  language  to  classify  medical 
personnel  and  physicians  as  immune 
from  criminal  liability  in  relation  to 
blood  tests  and  urine  samples,  and  im- 
mune when  reporting  results  under  the 
drunk  driving  law  was  passed  (Act  12). 

Boxing.  Early  in  the  session  a bill 
similar  to  the  AMA  model  was  passed 
to  authorize  physicians  in  attendance  at 
a boxing  or  wrestling  match  to  examine 
a contestant  and  be  able  to  terminate 
the  contest  (Act  62). 


Jerry  L.  Rothenberger 

The  Cancer  Control,  Prevention,  and 
Research  Act  was  extended  to  June  30, 
1988  (Act  102). 

Chemotherapy.  Two  bills,  requiring  the 
insurance  companies  to  reimburse  che- 
motherapy in  a physician’s  office,  were 
passed  by  their  chamber  of  origin.  One 
of  them,  SB  1093,  was  then  amended  to 
include  mandatory  coverage  for  alcohol- 
ism. The  bill  remained  on  the  calendar 
when  the  legislature  adjourned. 

Child  Passenger  Restraint.  The  law 
was  passed  early  in  the  session.  It  ap- 
plies to  children  under  four  in  the  front 
seat  and  those  under  one  in  the  rear 
seat  (Act  21). 

Chiropractic.  Amendments  to  define 
“chiropractic  physicians”  were  de- 
feated in  the  House  Health  and  Welfare 
Committee  and  on  the  House  floor. 

Clinical  Clerks.  There  were  three  bills 
amending  the  Medical  Practice  Act  to 
redefine  the  definition  of  clinical  clerk 
to  accommodate  foreign  trained  medi- 
cal students.  We  opposed  the  bills  and 
they  remained  in  committee. 

Reporting.  HB  1216  amending  the 
Vehicle  Code  to  release  physicians  of  the 
liability  for  reporting  patients  who  are 
impaired  was  not  passed  and  remained 
in  committee.  The  legislation  is  ex- 
pected to  be  reintroduced  in  1985. 

Hemodialysis.  Two  bills  would  have 
required  the  Department  of  Health  to 
regulate  the  reprocessing  and  reuse  of 
disposable  hemodialysis  filters.  They 
were  opposed  by  the  Nephrology  Soci- 
ety and  by  PMS.  Both  bills  remained  in 
committee. 

Immunoaugmentative  Therapy.  For 
the  second  consecutive  term,  legislation 
prohibiting  restrictions  on  the  use  of 
immunoaugmentative  therapy  was  op- 
posed and  kept  in  committee  for  the  en- 
tire session. 

Informed  Consent.  Legislation  requir- 


The  authors  are  the  staff  of  the  Council  on 
Legislation.  Mr.  Craig  is  director,  Mr.  Rothen- 
berger is  assistant  director,  and  Mr.  Light  is 
legislative  liaison. 


Larry  L.  Light 

ing  a separate  informed  consent  form 
for  the  treatment  of  breast  cancer 
passed  the  House  and  Senate  with  only 
a single  dissenting  vote  and  is  on  the 
governor’s  desk. 

Insurance.  Legislation  strongly  sup- 
ported by  the  Pennsylvania  Psychiatric 
Society  mandating  insurance  coverage 
for  alcoholism,  drug  abuse,  and  mental 
illness,  passed  the  House.  Another 
House-passed  bill,  mandating  alcohol- 
ism coverage,  was  on  the  Senate  calen- 
dar when  the  session  expired. 

Medicaid.  The  84-85  budget  was 
amended  to  include  a Medicaid  fee 
schedule  increase  due  April  1,  1985.  Re- 
imbursement then  will  be  60  percent  of 
usual  and  customary  outpatient 
charges  (Act  4A). 

Organ  Donors.  There  were  several 
bills  relating  to  organ  donors.  Among 
them  was  now  adopted  legislation 
which  permits  a detachable  symbol  des- 
ignating organ  donors  for  use  on  driv- 
er’s licenses  (Act  48),  and  legislation 
prohibiting  the  sale  of  human  organs 
which  awaits  action  by  the  governor. 

Pharmacists.  Extensive  amendments 
were  introduced  by  the  Pennsylvania 
Pharmaceutical  Association  to  permit 
pharmacists  to  prescribe  drugs  and  or- 
der tests  and  treatments.  The  bill  was 
amended  but  then  killed  in  committee. 

Podiatrists.  For  the  fourth  consecu- 
tive legislative  session,  a bill  was  intro- 
duced amending  the  definition  of  physi- 
cian to  include  podiatrists.  This  time 
the  words  “physician  or  surgeon  of  the 
foot'  was  added.  This  bill  was  reported 
to  the  House  and  then  defeated  by  a 37- 
155  vote. 

Professional  Liability  Reform.  The 
State  Society’s  package  on  professional 
liability  reform,  S.  B.  1259  and  S.  B. 
1260,  was  introduced  and  considered  by 
the  Senate  Judiciary  Committee  at  a 
public  hearing. 

Radial  Keratotomy.  Legislation  re- 
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special  feature 

Knowing  the  score  in  Scarsdale 


Harry  Schwartz,  PhD 

I live  in  Scarsdale,  NY,  one  of  those 
prosperous  suburbs  inhabited  by 
well  educated,  high-minded  liberals, 
who  get  very  upset  over  environmental 
issues.  Since  it  is  these  people— 
YUPPIES  is  the  name  the  media  gave 
them  during  the  Hart-Mondale  primary 
battles— who  so  often  lead  the  nation  in 
new  ideas  and  new  trends,  I try  to  be 
sensitive  to  what  goes  on  around  me  as 
a means  of  avoiding  future  shock. 

Leafing  through  the  new  adult  educa- 
tion program  (all  the  Scarsdales  of  the 
world  have  adult  education  programs) 
I noticed  a series  of  lectures  on  health 
topics.  I read  down  the  list  to  see  who 
was  speaking  and  nodded  as  I saw  the 
names  of  reputable  local  physicians  and 
professors  in  nearby  medical  schools. 
But  then  my  eye  caught  the  topic  of  one 
lecture,  “Chiropractic  Medicine,”  to  be 
given  by  a local  chiropractor.  So,  in 

capital  commentary 

quiring  health  insurers  to  pay  for  the 
procedure  was  opposed  by  the  Society. 
The  bill  appeared  briefly  on  the  House 
floor  and  was  then  re-referred  to  the 
House  Insurance  Committee  for  study. 

Seat  Belts.  This  legislation,  as  did  the 
child  passenger  restraint  law,  drew  a lot 
of  attention  through  the  two-year  ses- 
sion. Many  bills  were  introduced,  in- 
cluding ones  which  required  drivers  and 
all  front  seat  passengers  to  use  seat 
belts,  and  requiring  drivers  holding  a 
junior  learner’s  permit  or  a junior  driv- 
er’s license  to  wear  a seat  belt.  None  of 
the  bills  were  passed  during  this  ses- 
sion, but  are  considered  very  likely  for 
passage  in  the  next  term. 

Trauma.  As  the  legislature  concluded 
the  session,  HB  1627,  creating  the 
Pennsylvania  Trauma  Systems  Foun- 
dation, was  passed.  PMS  and  The  Hos- 
pital Association  of  Pennsylvania  al- 
ready are  working  to  implement  the 
new  law,  if  signed  by  the  governor. 

Wrongful  Birth  and  Wrongful  Life. 
Legislation  prohibiting  the  cause  of 
action  or  awards  of  damages  was 
passed  by  both  the  Senate  and  the 
House  and  then  vetoed  by  the  Gover- 
nor. 


Scarsdale  at  least,  a significant  element 
of  the  ruling  elite— the  people  who  run 
the  adult  education  courses— have  de- 
cided chiropractors  are  to  be  listened  to 
on  a par  with  medical  school  professors. 

I got  a little  more  of  the  new  atmo- 
sphere when  I looked  through  the  lec- 
tures in  a similar  series  for  “singles.” 
One  of  the  offerings  was  a lecture  on  as- 
trology, to  be  given  by  a local  astrologer 
who  will  presumably  pass  on  the  les- 
sons to  be  learned  from  his  “science”  to 
help  solve  the  problems  of  singles.  So 
that’s  where  it’s  at  in  Scarsdale  these 
days:  chiropractors  and  astrologers. 

Reflecting,  I realized  I shouldn’t  have 
been  surprised.  The  local  paper,  for  ex- 
ample, each  week  contains  ads  for  chiro- 
practors. One  of  them  has  been  an- 
nouncing that  he  offers  service  24  hours 
a day.  Since  the  ads  cost  money,  the  chi- 
ropractors in  Scarsdale  obviously  must 
be  getting  enough  business  to  pay  their 
rent  and  meet  their  living  costs,  and 
have  enough  left  over  to  pay  the  adver- 
tising rates  of  the  Scarsdale  newspaper. 
And  that’s  true  even  though  Scarsdale 
probably  has  a higher  percentage  of 
physicians  and  corporation  executives 
in  its  population  than  even  the  Main 
Line  towns  near  Philadelphia. 

The  other  night  I was  reading  the  Co- 
lumbia Journalism  Review.  For  those 
who  don’t  see  that  sterling  publication, 
it  is  dedicated  to  sticking  pins  into  the 
most  pompous  people  in  the  newspaper 
business  and  the  rest  of  the  media 
(surely  a useful  occupation).  Once  again 
I was  startled:  I spied  a half  page  ad 
paid  for  by  the  American  Chiropractic 
Association.  No,  the  ad  wasn’t  so  crude 
as  to  suggest  that  the  reporters  and 
commentators  who  read  the  Columbia 
Journalism  Review  go  to  their  local  chi- 
ropractors when  they  next  feel  ill.  The 
ad  was  placed  to  announce  that  the 
American  Chiropractic  Association  had 


Dr.  Schwartz  currently  is  writer  in  residence 
at  the  College  of  Physicians  and  Surgeons  at 
Columbia  University.  His  many  articles  on 
health-related  matters  have  appeared  in  The 
New  York  Times,  Wall  Street  Journal,  New 
England  Journal  of  Medicine  and  Medical 
Economics.  From  1951  to  1979  he  served  on 
the  editorial  board  of  The  New  York  Times. 


judged  the  health  and  medical  pro- 
grams in  the  print  media  and  on  radio 
and  television  and  given  awards  to  the 
best  of  them. 

What  I was  looking  at,  I suddenly 
realized,  was  image  building.  The  Amer- 
ican Chiropractic  Association,  by  pre- 
senting itself  as  an  organization  enti- 
tled to  judge  which  programs  on 
medicine  and  health  are  meritorious 
and  deserving  of  awards,  was  implying 
it  represents  a proven  scientific  modal- 
ity of  diagnosis  and  therapy  that  has  a 
right  to  judge  the  quality  of  what  the 
public  sees  and  hears  about  these  sub- 
jects. And  in  its  own  way,  too,  I 
realized,  that  lecture  on  “Chiropractic 
Medicine”  in  the  Scarsdale  Adult 
School  course  on  health  also  helps  build 
the  image  of  chiropractic  as  a useful, 
proven,  scientific  modality. 

Is  it  too  ungracious  of  me  to  ask 
where  the  scientific  evidence  is  for  the 
efficacy  or  even  accuracy  of  chiroprac- 
tic diagnosis,  let  alone  its  therapy?  Sup- 
pose, I mused,  the  powers  of  the  FDA 
were  extended  from  medicines  and  med- 
ical devices  to  healers,  would  the  FDA 
find  that  the  chiropractors  were  able  to 
present  well  controlled,  double  blind, 
random  sample  studies  proving  the 
safety  and  efficacy  of  what  they  offer? 

I can  hear  the  chiropractors’  protest- 
ing answers  in  chorus:  “Hasn’t  our  effi- 
cacy been  proven  in  the  marketplace? 
Don’t  millions  of  Americans  patronize 
us  every  year,  many  of  them  repeat- 
edly? How  dare  you  question  our  effec- 
tiveness and  the  value  of  our  tech- 
niques? If  chiropractic  didn’t  work, 
would  it  have  survived  all  these  de- 
cades?” 

It  isn’t  a bad  answer.  But  I know  that 
many  other  practitioners  of  unconven- 
tional systems  of  healing  also  have 
their  adherents  and  in  many  cases  have 
existed  for  centuries,  far  longer  than 
chiropractic  has.  Or  put  another  way, 
many  illnesses  are  self-limiting  so  the 
patient  will  get  better  regardless  of 
whom  he  sees  or  doesn’t  see. 

What  worries  me  is  that  people  as  ed- 
ucated as  those  who  run  Scarsdale’s 
adult  education  program  and  as  dis- 
criminating as  the  editors  of  Columbia 
Journalism  Review  don’t  seem  to  real- 
ize what  the  chiropractors  are  up  to.  □ 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 


Clinical  pharmacology  data 
from  The  New  England  Journal 
of  Medicine: 

.when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction , their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade."1 


Right  from  the  start 
in  hypertension... 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.2  3 In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


80  mg  120  mg  160  mg 


Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 
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The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR ) 
INDERAL ' LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL  the  chronotropic,  inotropic  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  (or  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  ot 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially, 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings  however 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  In  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  Ihe  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  In  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  sublet  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment ot  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
tor  the  Jong-term  management  of  patients  with  angina  pectoris 

Migraine:  IN°ERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
l he  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma,  4)  congestive  heart 
INDERAL6  WARNiNGS)  unless  the  failure  'S  secondary  to  a tachyarrhythmia  treatable  with 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients 
with  a history  ot  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  diqitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
Mki^cTn  A^n<^  in  sorQ^  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosaqe 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
^gamst  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecogmzed,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
o having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.f  chronic  bronchitis.  emohyserTTaT^ 

m rlnJFRQ  1 'Si  Ch0?HPAKSTIS  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLUCKEHb  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tl0n  ?? ^Co  ar?ous  and  ex°genous  catecholamine  stimulation  of  beta  receptors 

major  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blockinq  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  aqents  e q 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

T H Y ROTOX 1 COS  I S : Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore^  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
ot  hyperthyroidism  including  thyroid  storm  Propranolol  does  not  distort  thvroid  function  tests 

!N  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  severaY?ases  have  been 

reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mo 
propranolol  y 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

, ^lockacie  can  cause  reduction  of  intraocular  pressure  Patients 

should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  mav 
lead  to  a return  of  increased  intraocular  pressure  y 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transami nase , alkaline  phosphatase,  lactate  dehydrogenase 

u .JNJER,  T 0NS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamme- 
blocking  action  may  produce -an  excessive  reduction  of  resting  sympathetic  nervous  activity 
l^y po^e^s ionGSU  10  E^potension'  markeb  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dosaqe 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
I here  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
iMncoA?ng  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

At »uBBei,CBBSf#*Safe,y  and  effectlveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
Rayna^fype^6813  °f  handS  thrombocytoPen|c  purpura,  arterial  insufficiency,  usually  of  the 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  crampinq,  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  achinq 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpur  a 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
inderal  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
iKincmii  i 1^^  ^ — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mq 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
I he  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosaqe  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS— Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE-  Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtatned  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHY  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  aqe  qroup  are  too 
limited  to  permit  adequate  directions  for  use 
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PHYSICIANS  WANTED 

Pennsylvania  — Emergency  physician  system.  Needs  several 
fulltime  emergency  physicians  for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor  arrangements.  The  sys- 
tem is  on  a ‘‘fee-for-service”  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

Medical  director  wanted.  Physicians,  why  not  try  working  in  the  field 
of  mental  retardation?  Polk  Center,  a center  for  the  mentally  retarded 
located  in  a rural  setting  in  Venango  County  approximately  85  miles 
north  of  Pittsburgh,  50  miles  south  of  Erie,  and  50  miles  northeast  of 
Youngstown,  is  recruiting  for  the  vacancy  of  medical  director.  It  is  also 
looking  for  staff  physicians.  The  center,  which  is  the  largest  in  the 
Commonwealth,  houses  approximately  1,100  residents  and  has  a 
staff  complement  of  approximately  1 ,800  employes.  The  medical  staff 
is  now  composed  of  the  director  and  seven  physicians.  Qualifications 
for  this  position  are:  Four  years  of  clinical  experience  in  the  care  and 
treatment  of  mentally  ill  or  mentally  retarded  patients,  including  three 
years  in  an  administrative  or  supervisory  capacity;  and  completion  of 
a three  year  residency  or  training  program  which  meets  the  certifica- 
tion requirements  of  the  American  Board  of  Psychiatry  and  Neurology 
or  the  American  Osteopathic  Board  of  Neurology  and  Psychiatry;  or 
any  equivalent  combination  of  experience  and  training.  Special  re- 
quirement: Possession  of  a license  to  practice  medicine  in  the  Com- 
monwealth of  Pennsylvania  as  issued  by  the  State  Board  of  Medical 
Education  and  Licensure,  or  the  State  Board  of  Osteopathic  Exam- 
iners. Interested  and  qualified  applicants  may  submit  a letter  of  intent 
to  Mr.  Thomas  Young,  Personnel  Department,  Box  94,  Polk,  PA 
16342.  We  are  an  equal  opportunity  employer  M/F/H. 

Psychiatrists  — Immediate  openings  for  Board  certified  or  Board  eli- 
gible psychiatrists.  Salary  competitive,  excellent  fringe  benefits,  lim- 
ited housing  available.  Pennsylvania  License  required.  Located  40 


miles  east  of  Pittsburgh,  with  four  general  hospitals  and  several  uni- 
versities nearby.  Call  412-459-8000  or  write  Ray  E.  Bullard,  MD,  Su- 
perintendent, Torrance  State  Hospital,  Torrance,  PA  15779-0111.  An 
Equal  Opportunity  Employer. 

Immediate  full-time  position  available  in  central  Pennsylvania  for 
personable,  American-trained  emergency  medicine  specialist.  Board 
certified  or  Board-prepared  candidates  preferred,  but  not  essential. 
Rural  hospital  located  20  miles  from  State  College.  12,000-14,000 
yearly  census.  Excellent  benefit  package  and  competitive  salary. 
Physicians  associated  with  large  teaching  hospital.  Submit  CV  to  Ad- 
ministrator, M.V.M.G.,  Three  Medical  Center  Drive,  Philipsburg,  PA 
16866,  or  call  (814)  342-5402. 

Cardiologist  or  internist  with  special  interest  in  cardiology 
wanted  — private  practice  available  in  non-invasive  clinical  cardiol- 
ogy with  opportunity  for  supplemental  practice  in  internal  medicine 
for  Board-certified/eligible  physician  at  155-bed  hospital  in  central 
Pennsylvania  university  community.  Send  CV  to  Administrator,  Evan- 
gelical Community  Hospital,  Lewisburg,  PA  17837. 

Internist  — Unique  opportunity  for  the  right  person  to  join  a dynamic 
exciting  group  practice  in  Pittsburgh.  Excellent  salary  with  all  fringes. 
Partnership  available.  Please  send  CV  to  Department  986,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Emergency  Medicine  — Physician  needed  for  hospital  emergency 
department  and  freestanding  urgent  care  center.  Should  be  fully 
trained  in  family  practice  or  emergency  medicine.  ACLS/ATLS  de- 
sired, not  essential.  Medium  size  city  65  miles  east  of  Pittsburgh  in 
beautiful  Allegheny  Mountains.  Excellent  schools,  churches,  cultural 
and  recreational  activities.  Send  CV  to  Medical  Director,  Mercy  Hos- 
pital, Johnstown,  PA  15905  or  call  (814)  533-1915. 


Associate  Medical  Director 
Croup  Practice 

Rehabilitation  Center  seeks  qualified  Associate 
Medical  Director  to  assume  duties  in  medical 
administration  and  clinical  leadership. 
Opportunity  to  join  an  established  4-member 
Physiatry  Group  in  a desirable  mid-atlantic 
community  serving  a referral  base  of  350K 
population.  This  regional  spinal  cord  and  head 
trauma  facility  is  CARF  accredited  with  80  l/P 
beds  and  comprehensive  0/P  programs  in 
Muscular  Dystrophy,  amputees,  CVA's,  sports 
medicine,  pediatrics,  and  industrial  work 
assessments.  Location  offers  attractive  living 
amenities  including  a diversity  of  sports, 
recreation,  arts  and  education  facilities. 
Candidate  should  be  BC  Clinical  Physiatrist 
with  supervisory  level  experience.  Salary  and 
corporate  fringe  benefits  leading  to  early 
partnership.  For  further  details,  call  or  remit 
CV  in  confidence  to; 

J.  Downing  ill,  President 
John  Downing  Associates,  snc. 

Stonebank  Executive  Center  #101 
967  E.  Swedesford  Road,  Exton,  pa  19341 
(215)  296-7080 


EMERGENCY 

DEPARTMENT 

PHYSICIAN 


Progressive  198-bed  suburban  Philadelphia 
general  hospital  with  18,000  emergency  visits  per 
year  is  seeking  a full  time  Physician  to  comple- 
ment our  Emergency  Department  Group.  Physi- 
cian should  be  board  certified  in  Emergency 
Medicine,  Internal  Medicine,  Family  Medicine,  or 
Surgery.  PA  licensed  and  preferably  have 
previous  Emergency  Department  experience. 
Competitive  salary  with  hospital  paid  benefits 
package.  Position  available  immediately.  Please 
send  CV  or  contact: 


Karen  Sharrar,  MD 
Director  of  Emergency  Department 
(215)  728-2170 
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ER  physician  — Scenic  central  Pennsylvania  hospital  with  19,000 
ER  visits  per  year  is  seeking  an  ER  physician.  Board  certification  in 
emergency  medicine  or  family  practice  with  ER  experience  preferred. 
Very  competitive  income  and  benefits  package.  Send  CV  to  Box  995, 
Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Emergency  medicine  opportunities  available  for  career  oriented 
medical  directors  and  staff  physicians  licensed  in  NY,  NJ,  PA,  DE, 
and  MD.  Emergency  Physician  Associates  is  seeking  physicians  with 
emergency  medicine,  internal  medicine  and  family  practice  back- 
grounds who  are  interested  in  a challenging  career  in  emergency 
medicine.  We  are  currently  interviewing  for  full  and  part  time  posi- 
tions. Competitive  income  and  benefits  offered.  Send  your  CV  in  con- 
fidence to  James  E.  George,  MD,  Emergency  Physician  Associates, 
P.A.,  PO  Box  298,  Woodbury,  NJ  08096.  For  more  information  and  an 
application  call  Donna  L.  Wallace,  Physician  Recruitment,  at  (609) 
848-3817. 

Cardiologist  — Noninvasive  cardiologist  needed  for  staff  of  230-bed 
acute  care  community  hospital.  Opportunity  for  busy  practice  in  me- 
dium sized  city  65  miles  east  of  Pittsburgh  in  beautiful  Allegheny 
Mountains.  Excellent  schools,  churches,  cultural  and  recreational  ac- 
tivities. Send  CV  to  Medical  Director,  Mercy  Hospital,  Johnstown,  PA 
15905,  or  call  (814)  533-1915. 

Family  practitioners  wanted  to  affiliate  with  220-bed  general  hospi- 
tal in  Reading,  PA.  Excellent  practice  opportunities  available.  Assis- 
tance available  to  start  practice.  Contact  D.E.  Glasford,  Community 
General  Hospital,  146  North  6th  Street,  Reading,  PA  19603. 

Anterior  segment  fellowship  in  busy  private  practice  associated 
with  medical  college.  Intraocular  lens  implantation,  including  poste- 
rior chamber  and  anterior  chamber  lenses.  Extracapsular  and  pha- 
coemulsification techniques.  Argon  and  Yag  Laser.  Excellent  benefits 
plus  fringes.  Send  CV  and  career  objectives  to  Box  1 00,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Anterior  segment  surgeon— Fellowship  preferable,  Philadelphia 


suburbs,  to  join  established  surgical  practice  with  new  ambulatory 
facility.  Negotiable  salary  leading  to  partnership.  Reply  to  Box  104, 
Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Vitreoretinal  surgeon— Fellow  to  join  group  practice,  Philadelphia 
area,  ambulatory  surgical  center.  Excellent  benefits,  salary  and  part-!| 
nership  negotiable.  Reply  to  Box  105,  Pennsylvania  Medicine,  20  Er-1 
ford  Road,  Lemoyne,  PA  17043. 

Ocean  City— Career  opportunities  for  Board  certified  internists  and 
family  practitioners  to  work  in  free  standing  clinic  in  coastal  MD.  Ex-' 
cellent  salary  and  malpractice  insurance  provided.  Please  send  CV  to 
Fern  Blum  at  6227  Executive  Blvd.,  Rockville,  MD  20852,  or  call  (301) 
984-0353. 

Emergency  physicians— Emergency  medicine  opportunities  avail-1 
able  for  career  oriented  medical  directors  and  staff  physicians  li-i 
censed  in  MD  and/or  PA.  Full  and  part-time  positions  available.  Appli-j 
cants  must  have  a minimum  of  2 years  recent  experience. 
Competitive  income  and  malpractice  insurance  provided.  Please 
send  CV  to  Fern  Blum  at  6227  Executive  Blvd.,  Rockville,  MD  10852  I 
or  call  (301)  984-0353. 

Locum  tenens  position  available  for  family  practitioner  for  the 
months  of  January  through  May  1985  at  CIGNA  Healthplan,  an  estab- 
lished, growing,  progressive,  prepaid  group  practice  in  Phoenix,  Ar- 
izona. An  opportunity  to  practice  in  a desirable  environment  coupled 
with  a leisurely  southwestern  lifestyle.  Please  submit  CV  to:  Director, 
Physician  Recruitment,  CIGNA  Healthplan,  P.O.  Box  44678,  Dept 
LTP,  Phoenix,  AZ  85064;  (602)  954-3506.  EOE. 

OB-GYN  Pennsylvania— Well  established  practice  near  Pittsburgh  1 
with  immediate  opening  for  American  trained  BC/BE  OB-GYN.  Excel- 
lent salary  and  fringe  benefits.  University  town  with  good  shopping, 
schools,  recreational  and  cultural  activities.  Send  curriculum  vitae  to 
Ben  Franklin  OB-GYN,  Inc.,  2121  Shelly  Drive,  Indiana,  PA  15701. 

Retinal  specialist  to  join  busy  ophthalmologist  in  center  city  Philadel- 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You.” 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  

Bala  Cynwyd,  PA  19004  M 

(2 1 5)  667-8630  ~ ^ ■ 

A Division  of  iTn 

Health  Care  Group 


Staff  Physicians 
Starting  a medical  career? 
Leaving  private  practice? 

Seeking  full-time  staff  physicians  for  patients  at  our 
state  operated  geriatric  facility.  Focus  is  on 
rehabilitation  and  restoration  to  community. 

Excellent  salary;  exceptional  benefits  package, 
including:  Blue  Cross/Blue  Shield  family  coverage  • 
Retirement  plan  • 12  paid  holidays  • 
Vacation-personal-sick  leave  • Group  life  insurance  • 
Continuing  education  allowance  • Professional  liability 
coverage  • Performance  bonus 

Standard  37.5  hour  work  week,  Monday-Friday. 
Additional  compensation  for  call  time.  Residences 
available  on  grounds  at  minimal  cost.  Pennsylvania 
licensure  required. 

Located  in  prime  recreational  area  of  southern  Franklin 
County,  midway  between  Chambersburg  and 
Gettysburg. 

Contact:  James  J.  Plassio,  Personnel  Director, 
South  Mountain  Restoration  Center, 

South  Mountain,  PA  17261;  (717)  749-3121 

An  Equal  Opportunity  Employer 
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Dhia.  Part-time  associate.  Send  CV  to  Box  107,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Full-time  opportunity  available  immediately  for  qualified  physician 
to  work  in  busy  emergency  department  of  a 1 65-bed  community  hos- 
pital located  in  central  PA,  home  of  Bucknell  University.  Excellent 
schools,  recreational,  and  cultural  activities.  Send  resume  to  G.W. 
Rinck,  MD,  Medical  Director  of  Emergency  Services,  Evangelical 
Community  Hospital,  Lewisburg,  PA  17837. 

Physician  during  July  and  August,  1985  for  children’s  camp  located 
at  Beach  Lake,  PA.  Accommodates  350  campers,  age  6-16.  Com- 
plete modern  health  center,  2 RNs  in  attendance.  Will  accept  one  MD 
for  each  month,  no  children  accepted  who  are  of  camp  age.  Camp 
opens  June  29  and  closes  August  23.  Private  room  and  facilities. 
Write  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  Street, 
Brooklyn,  NY  11201,  and  include  your  phone  number. 

Two  family  practice  physicians  wanted  to  join  expanding  primary 
care  group  in  northeastern  Pennsylvania.  Immediate  opening.  Salary 
and  fringe  benefits  competitive  and  liberal.  Rural  location.  Some  trav- 
eling involved.  Only  independent  and  hard  working  candidates  need 
apply.  Reply  to  Box  110,  Pennsylvania  Medicine.  20  Erford  Road,  Le- 
moyne, PA  17043. 

General/family  practitioners  — If  you  are  looking  for  an  opportunity 
to  be  in  the  forefront  of  medical  care,  practice  preventive  medicine, 
work  with  other  innovative  professionals,  and  earn  a comfortable  liv- 
ing in  pleasant  surroundings,  send  your  curriculum  vitae  to  Physician 
Placement,  Dept.  54.  An  equal  opportunity  employer.  CIGNA  Health- 
plans  of  California,  700  N.  Brand  Blvd.,  Ste.  500,  Glendale,  CA 
91203. 

NEEMA  Emergency  Medical  — a professional  association.  Emer- 
gency medicine  positions  available  with  emergency  physician  group 
in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and  throughout  New  England,  the 
Southeast,  and  the  Midwest,  including  all  suburban,  rural  and  metro- 
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Physicians  Needed 

Excellent  practice  opportunities  for  Board  eligible  or 
certified  Family  Medicine  Physicians  in  either  solo  or 
possible  group  practice  in  Bloomsburg,  Pennsylvania. 

Bloomsburg  is  ideally  located  in  east  central 
Pennsylvania  along  the  north  branch  of  the 
Susquehanna  River.  A beautiful  community  of 
moderate  size  with  excellent  recreational,  cultural, 
and  educational  facilities  creating  a superior  quality 
of  life.  Bloomsburg  is  the  county  seat;  home  of 
Bloomsburg  University;  and  gateway  to  the  Pocono 
vacation  land. 

Join  the  active  medical  staff  of  a 146-bed,  nonprofit, 
general  acute  care,  JCAH-accredited  hospital. 
Economic  and  administrative  program  available. 

Send  curriculum  vitae  in  confidence  to:  Donald  E. 
Chomiak,  Assistant  Administrator,  Bloomsburg 
Hospital,  Bloomsburg,  PA  17815;  or  telephone 
(717)  784-7121. 


Practice  Opportunities 

ALLERGY — Suburban  Philadelphia — fully 
equipped,  excellent  staff,  and  favorable  lease. 

PEDLATRICS — New  Jersey  near  NYC — very 
successful  practice  with  excellent  growth 
record. 

ENT — Pennsylvania — large , fast-growing 
practice.  All  new  equipment. 

IM/RHEUMATOLOGY — Arizona — well-equipped 
practice  in  large  city. 

OB/GYN — Washington  State — seller  moving, 
needs  buyer  ASAP. 

ALLERGY/IMMUNOLOGY— Close  to  New  York 
City — good  opportunity  for  allergist. 

For  more  information  on  these  or  other  practice  sales 
or  position  opportunities,  call  (215)667-8(^0  or  send 
your  curriculum  vitae  to: 

Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  PA  19004 


West 

Allegheny 

Hospital 

Physicians  Needed 

An  in-depth  market  analysis  was  completed  in  August 
1984  to  identify  the  health  care  needs  and  health  re- 
sources available  in  the  communities  our  Hospital 
serves.  Our  service  area,  comprised  of  approximately 
63,000  persons  and  located  in  growing  communities 
west  of  the  city  of  Pittsburgh,  has  a deficit  of  primary 
care  physicians. 

We  have  identified  ideal  practice  locations  based  upon 
demographics,  physician-to-population  ratios  and 
morbidity /mortality  data. 

A financial  assistance  program  is  available  for  a few  se- 
lected physicians  wishing  to  develop  office  practices  in 
our  area.  Also  available  is  assistance  with  billing  and  of- 
fice management. 

Our  philosophy:  Our  physicians,  as  much  as  our  pa- 
tients, are  our  clients  and  it  is  our  purpose  to  ensure  the 
satisfaction  of  both . 

If  we  can  help  you  develop  your  medical  practice  in  our 
growing  area,  please  contact  Gary  L.  Perecko,  West  Al- 
legheny Hospital,  Oakdale,  PA  15017,  or  call  788-4900, 
extension  695. 
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politan  areas.  Fee-for-service  with  minimum  guarantee  provided.  Mal- 
practice paid.  Practice  credits  toward  board  certification.  Physicians 
department  directors  also  desired.  Please  send  resume  to:  NEEMA 
Emergency  Medical,  Suite  400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  (215)  925-351 1 in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligible.  Mental  hospital  in 
metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and  close 
to  Pocono  resort  area.  Good  salary  with  excellent  fringe  and  retire- 
ment benefits.  Pennsylvania  license  required.  Contact  Mrs.  Kathleen 
D.  Reese,  ACSW,  Superintendent,  Clarks  Summit  State  Hospital, 
Clarks  Summit,  Pennsylvania  18411;  (717)  586-2011. 

Ob/Gyn  Board  certified  minimum  3 years  experience  desired  to  join 
busy  Ob/Gyn  practice  in  Bucks  County,  Pennsylvania.  Please  send 
curriculum  vitae  to  Post  Office  Box  66,  Richboro,  PA  18954. 

OB-GYN  — Progressive  230-bed  hospital  needs  a partner  for  its  chief 
of  OB-GYN.  Opportunity  for  full  partnership  in  6 months.  Located  in 
city  of  100,000  in  beautiful  Allegheny  Mountains  only  65  miles  east  of 
Pittsburgh.  Fine  family  community,  excellent  schools,  churches,  cul- 
tural and  recreational  opportunities.  Send  CV  to  Medical  Director, 
Mercy  Hospital,  Johnstown,  PA  15905  or  call  (814)  533-1915. 

Physician,  house  staff  — Philadelphia  area.  DCMH  is  a suburban 
Philadelphia  medical  center  that  requires  the  services  of  a licensed 
physician  to  serve  on  the  house  staff  in  a full  time  capacity.  The  hours 
of  work  will  be  12  noon  to  8 p.m.  and  would  include  alternate  week- 
ends. Completion  of  a medical  or  family  practice  residency  preferred. 
Minimum  of  one  year  contract  with  excellent  compensation  and  bene- 
fits. Send  resume  and  salary  requirements  to:  Personnel  Department, 
DCMH,  Drexel  Hill,  PA  19026.  Equal  Opportunity  Employer. 

Pennsylvania  — Northwest:  Immediate  full-time  and  potential  direc- 
torship opportunity  available  in  attractive  location.  Hourly  salary,  flexi- 
ble scheduling,  malpractice  insurance  provided.  Locum  tenens  op- 
portunities also  available.  For  more  information  contact:  Emergency 
Consultants,  Inc.,  One  Windemere  Place,  Petoskey,  Ml  49770;  1-800- 
253-7092,  or  in  Michigan  1-800-632-9650. 

Board  certified  diagnostic  radiologist  for  large  radiology  practice 
serving  multiple  office  and  hospital  locations  in  northeast  Ohio  The 
successful  candidate  should  preferably  have  had  1-3  years  post- 
residency experience  either  as  a fellow  or  on  staff.  Remuneration, 
benefits,  and  vacation  time  are  all  excellent.  Reply  to  Box  111,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Psychiatrist,  Board  certified  or  eligible.  Full  time  position.  Full  ser- 
vice mental  health  organization.  $49,000  plus  extras.  Full  benefits. 
Scenic  Bucks  County  near  Philadelphia.  Call  Ms.  Cifelli,  Lenape  Val- 
ley Foundation,  (215)  822-7510. 

Family  practice  physician  — Excellent  full-time  opportunity  for  a 
Board  certified  family  practitioner  for  single  specialty  group.  Offering 
guaranteed  income  plus  partnership  opportunity.  Facilities  include  at- 
tractive expandable  office,  growing  practice,  admitting  privileges  at 
large  teaching  hospital.  Located  in  scenic  northwestern  Pennsylva- 
nia. Call  Tina  Carrigan,  (215)  896-5080. 

Established  solo  family  practice  — Opportunity  to  assume  estab- 
lished private  practice  in  pleasant  college  community  in  northwestern 
Pennsylvania.  Fully  equipped  office  and  family  residence  available. 
Admitting  privileges  at  major  medical  center  which  will  assist  with 
relocation  and  placement  of  qualified  Board  eligible/certified  family 
practice  physician.  Call  Tina  Carrigan,  (215)  896-5080. 

Medical  director  — Attractive  opportunity  for  Board  certified 
physician— 250-bed,  church  affiliated  hospital  located  in  eastern 
Pennsylvania  serving  population  of  500,000.  Income,  negotiable;  ex- 
cellent benefits.  Requires  proven  leadership  skills  and  administrative 
experience.  Call  Tina  Carrigan,  (215)  896-5080. 

Staff  position,  emergency  department  — 400-bed  university  affili- 
ated teaching  hospital  located  in  a major  metropolitan  area  in  New 
York  State.  Must  be  Board  eligible  or  Board  certified  through  Emer- 
gency Medicine  residency.  Guaranteed  salary,  excellent  relocation 
and  benefits  package.  Call  Carol  Burke,  1-800-441-0996,  or  in  Penn- 
sylvania, (215)  896-5080. 


POSITIONS  WANTED 

Well  qualified  and  experienced  radiologist  wants  to  buy  active  pri- 
vate radiology  office  practice  in  Berks,  Lehigh,  Lancaster,  Lebanon, 
or  Dauphin  Counties  only.  Please  reply  to  Department  990,  Pennsyl- 
vania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Radiologist,  experienced  in  ultrasound  and  interventional  angiogra- 
phy desires  new  full  time  opportunity  in  Pennsylvania  or  South  Jer- 
sey. Will  consider  part  time  offer.  Reply  to  Box  991 , Pennsylvania  Med- 
icine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Radiologist,  Board  certified  in  radiology  and  nuclear  medicine, 
teaching  hospital  affiliation,  desires  supervision  of  nuclear  medicine 
with  ultrasound  and  CT.  Reply  to  Box  103,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

FOR  SALE 

Echocardiograph  M Mode  Matrix  Technica  excellent  quality.  Easy  to 
use,  portable.  Excellent  profit  center  for  internist  or  small  clinic. 
$6,000  or  best  offer.  Please  call  Mr.  Anoker  at  (412)  784-1091. 

For  sale— Toshiba  Sonolayer-L  Model  SAL-20A,  Linear  Real-time  Ul- 
trasound Unit  Has  been  used  in  an  OB/GYN  office  only.  Purchased 
in  February,  1982.  Features:  13mm  3.5  mHz  transducer,  Alphanu- 
meric key  board,  portable  cart,  Polaroid  camera,  9 inch  T.V.  monitor 
Call  (215)  437-1931. 

Ophthalmic  surgi-center  and  large  eye  clinic  available  at  once.  Ca- 
pacity for  over  400  major  and  900  minor  surgical  procedures.  Eye 
clinic  capacity  12,000  per  year.  Deluxe  living  quarters.  Call  (215)  423- 
4477. 

Large  surgical  practice  with  modern  ambulatory  facility  for  sale.  His- 
torical Philadelphia  area  Ideal  for  all  activities.  Teaching  institution 
affiliation  available.  Serious  inquiries  only.  Reply  to  Box  106,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Family  practice  in  suburban  Philadelphia  for  sale.  Owned  fully 
equipped  building.  Grossing  over  $100,000  Located  one  mile  from 
nearest  hospital.  Service  40-50,000.  Flexible  terms.  Will  introduce. 
Reply  Box  109,  Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne  PA 
17043. 

Irex  System  II  (M  mode)  For  sale  Includes  Strip  Chart  Recorder, 
Electrocardiogram,  Phonocardiogram,  and  Pulse  Wave  recording  ca- 
pabilities. In  good  condition.  Installed  in  January  1979  Will  consider 
best  offer.  Call  (717)  232-1062. 

Unique  business  opportunity  for  physicians  — American  Blood- 
pressure  Centers,  Inc.,  is  a rapidly  growing  chain  of  hypertension 
treatment  facilities  located  in  major  regional  shopping  malls.  If  you 
would  like  to  explore  how  this  sound  business  growth  opportunity 
might  help  you  build  toward  a financially  secure  future,  contact:  Rich- 
ard E.  Winter,  MD,  Chairman  of  the  Board,  777  Third  Avenue,  New 
York,  New  York  10017;  (212)  303-1706. 

FOR  RENT 

Medical  offices,  Rittenhouse  Square  area,  Philadelphia,  PA.  1000 
sq.  ft.  + , located  in  a quiet  building,  available  for  rent  early  1985.  Will 
subdivide.  Call  (215)  735-2874. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay.  No 
prepayment  penalties.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any  kind.  Physicians  Service 
Assn.,  Atlanta,  GA.  Toll  free  (800)  241-6905. 

Preparing  to  publish?  We  can  provide  literature  searches,  writing, 
editing,  proofreading,  and  foreign-language  translation  to  help  you 
prepare  journal  articles  and  other  texts.  Robert  P.  Hand  (215)  543- 
7246. 

Medical  practice  sales  and  appraisals— We  specialize  in  the  valua- 
tion and  selling  of  medical  practices.  If  interested  in  buying  or  selling 
a medical  practice,  contact  our  Brokerage  Division  at  The  Health 
Care  Group,  400  GSB  Building,  Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 
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CARE  FOR  YOUR  COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment' 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  wont 
interfere  with  your  practice.  You  11  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


Call  collect,  or  write  to  Major  C.  J.  Schuder: 

Medical  Procurement  Federal  Bldg.,  #301 

31  North  York  Road  1000  Liberty  Avenue 

Hatboro,  PA  19040  Pittsburgh,  PA  15222 

(215)  443-1702  (412)  644-4432 


NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  off  white  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group. 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call: 

412/741-3310 

gg  CompHeallh 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


ORTHOPAEDIC  SURGEON 

Solo  practice  for  Board  certified  or  Board  eli- 
gible person.  Rural  environment  with  well 
equipped  hospital  capable  of  supporting  a 
broad  range  of  orthopedic  procedures.  Close  to 
both  recreational  sports  and  urban  amenities. 
Competitive  guarantees  available.  Please  send 
resume  to: 


Mr.  Merrill  A.  Frank 
Administrator 

Ira  Davenport  Memorial  Hospital 
Box  350 

Bath,  New  York  14810 


Keflex" 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


Pennsylvania  Medical  Society  Officials 

Headquarters  Office:  20  Erford  Road,  Lemoyne,  PA  17043 
Telephone:  (717)  763-7151 

Officers 


•President 
D.  Ernest  Witt,  MD 

Med.  Arts  Bldg. 

5th  & Park  Sts. 
Bloomsburg  17815 
(717)  784-5150 


Secretary 

G.  Winfield  Yarnall,  MD 

1192  Lowther  Rd. 

Camp  Hill  1701 1 
(717)  761-4193 


•President  Elect 
R.  William  Alexander, MD 

544  Elm  St. 

Reading  19601 
(215)  374-4951 


•Speaker 

House  of  Delegates 
Donald  E.  Harrop,  MD 

750  S.  Main  St. 
Phoenixville  19460 
(215)  933-3182 


•Vice  President 
R.  Robert  Tyson,  MD 

Temple  Univ.  Hosp. 
3401  N.  Broad  St. 
Philadelphia  19140 
(215)  225-2424 


•Vice  Speaker 
House  of  Delegates 
James  A.  Raub,  MD 

1099  Ohio  River  Blvd. 
Sewickley  15143 
(412)  741-7150 


•Immediate  Past  President 
John  Y.  Templeton  III,  MD 

111  S.  11th  St.,  Ste.  6255 
Philadelphia  19107 
(215)  928-8830 


Treasurer  and 
Executive  Vice  President 
John  F.  Rineman 

20  Erford  Rd. 

Lemoyne  17043 
(717)  763-7151 


Trustees 


Robert  S.  Pressman,  MD, 

Chairman 

'First  District—  Robert  S.  Pressman,  MD,  2401  Pennsylvania 
Blvd.,  Apt.  2-C-44,  Philadelphia  19130  - (215)  232-9272-9798.  Term 
expires  1986.  Philadelphia  County. 

'Second  District — Henry  H.  Fetterman,  MD,  501  N.  17th  St., 
Allentown  18104  (215)  435-8562.  Term  expires  1987.  Berks,  Bucks, 
Chester,  Delaware,  Lehigh,  and  Montgomery  counties. 

* Third  District— John  H.  Hobart,  MD,  2001  Fairview  Ave.,  Easton 
18042  - (215)  258-9131.  Term  expires  1986.  Carbon,  Lackawanna, 
Monroe,  Northampton,  Pike,  and  Wayne  counties. 

* Fourth  District— J.  Mostyn  Davis,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  (717)  271-6070,  Ext.  4375.  Term  expires  1987. 
Columbia,  Montour,  Northumberland,  Schuylkill,  and  Snyder 
counties. 

'Fifth  District— J.  Joseph  Danyo,  MD,  908  S.  George  St.,  York 
17403  - (717)  848-4800.  Term  expires  1987.  Adams,  Cumberland, 
Dauphin,  Franklin,  Fulton,  Lancaster,  Lebanon,  Perry,  and  York 
counties. 

'Sixth  District— Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg 
16648  (814)  695-0659.  Term  expires  1985.  Blair,  Centre,  Clearfield, 
Huntingdon,  Juniata,  and  Mifflin  counties. 

* Seventh  District— Irving  Williams  III,  MD,  RD  1,  Box  206, 
Lewisburg  17837  (717)  523-1142.  Term  expires  1985.  Cameron, 
Clinton,  Elk,  Lycoming,  Potter,  Tioga,  and  Union  counties. 

'Eighth  District— Robert  N.  Moyers,  MD,  764  Kennedy  St., 


J.  Joseph  Danyo,  MD, 

Vice  Chairman 

Meadville  16335  (814)  336-5995.  Term  expires  1986.  Crawford, 

Erie,  Forest,  McKean,  Mercer,  and  Warren  counties. 

'Ninth  District—  David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  (814)  275-1122.  Term  expires  1986.  Armstrong, 
Butler,  Clarion,  Indiana,  Jefferson,  and  Venango  counties. 

* Tenth  District—  Robert  J.  Carroll,  MD,  4725  McKnight  Rd., 
Pittsburgh  15237  (412)  367-1188.  Term  expires  1985.  Allegheny, 
Beaver,  Lawrence,  and  Westmoreland  counties. 

* Eleventh  District—  Ernest  L.  Abernathy,  MD,  1086  N.  Main  St., 
Washington  15301  - (412)  225-4423.  Term  expires  1987.  Bedford, 
Cambria,  Fayette,  Greene,  Somerset,  and  Washington  counties. 

* Twelfth  District— Gerald  L.  Andriole,  MD,  219  W.  Diamond  Ave., 
Hazleton  18201  - (717)  454-4917.  Term  expires  1985.  Bradford, 
Luzerne,  Sullivan,  Susquehanna,  and  Wyoming  counties. 

* Specialty  Societies— Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562 
Shearer  St.,  Ste.  101-2,  Greensburg  15601  - (412)  837-4070.  Term 
expires  1985. 

'Resident  Physicians— Barbara  Shelton,  MD,  Independence 
Place,  Apt.  1006,  6th  & Locust  Walk,  Philadelphia  19106  - 
(215)  625-0800.  Term  expires  1986  (or  upon  completion  of 
residency). 

Medical  Students  Ann  K.  Messersmith,  Univ.  Manor,  Apt.  171, 
Hershey  17033  (717)  534-8180.  Term  expires  1986  (or  upon  comple- 
tion of  medical  school). 


* Voting  members  of  the  Board  of  Trustees 


Judicial  Council 


Kenneth  L.  Cooper,  MD 

230  Dunbar  Rd.,  Williamsport  17701  - (717)  323-3671 
(Term  expires  1986) 

William  A.  Limberger,  MD 

Lenape  & Birmingham  Rds.,  West  Chester  19380  - (215)  696-6927 
(Term  expires  1985) 

Orlo  G.  McCoy,  MD 

Box  195,  Canton  17724  - (717)  673-5591 

(Term  expires  1987) 


George  P.  Rosemond,  MD 

3401  N.  Broad  St.,  Philadelphia  19140  - (215)  255-2230 
(Term  expires  1987) 

Joseph  M.  Stowell,  MD 

501  Howard  Ave.,  Altoona  16601  - (814)  944-6109 
(Term  expires  1985) 

Staff  Assignment  - James  E.  Paxton 

Address  inquiries  to  G.  Winfield  Yarnall,  MD,  Judicial  Council 
Secretary,  20  Erford  Rd.,  Lemoyne  17043 


Administrative  Staff 


John  F.  Rineman,  Executive  Vice  President 
David  H.  Small,  Associate  Executive  Vice  President 
James  E.  Paxton,  Administrative  Vice  President 
Robert  R.  Weiser,  Administrative  Vice  President 
Mary  M.  Barton,  Award  Program  Assistant 


David  C.  Blunk,  Assistant  Director,  Department  for  Specialty 
Societies 

Joanne  E.  Caulfield,  Services  Administrator,  Department  for 
Specialty  Societies 

Robert  H.  Craig  Jr.,  Director  of  Legislation 
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Arnold  W.  Cushner,  Assistant  Director  of  Communications 

Karen  K.  Davis,  Assistant  Managing  Editor,  Pennsylvania  Medicine 

Maureen  E.  Griffin,  Assistant  Director  of  Communications 

L.  Riegel  Haas,  Director  of  Professional  Relations 

Kenneth  B.  Jones,  Esq  , General  Counsel 

Robert  L.  Lamb,  Director  of  Communications 

Barbara  A.  Layne,  RN,  Executive  Director,  Pennsylvania  Medical 

Care  Foundation 

Larry  L.  Light,  Legislative  Liaison 

Donald  N.  McCoy,  Director,  Department  for  Specialty  Societies 
Elizabeth  B.  Metz,  Esq.,  Assistant  General  Counsel 
Sandra  L.  Minner,  Supervisor  of  Administrative  Services 
William  F.  S.  Orner  Jr.,  Director  of  Economic  Affairs 
Arlene  C.  Oyler,  Executive  Administrator,  Pennsylvania  Medical 
Society  Auxiliary 

Christina  L.  Reese,  Assistant  Director  of  Educational  Activities 
Jerry  L.  Rothenberger,  Assistant  Director  of  Legislation 
Sharon  R.  Ryan,  Manager  of  Marketing 


P.  Timothy  Smith,  Information  Specialist 

Matilda  Stover,  RN,  Utilization  Review  Coordinator 

Frederick  A.  Stuppy  Jr.,  Manager,  Data  Processing 

Mary  L.  Uehlein,  Managing  Editor,  Pennsylvania  Medicine 

Donna  F.  Wenger,  Director  of  Educational  Activities 

Denise  E.  Zimmerman,  Director  of  Practice  Services 

PMS  Staff  Field  Contact  Representatives 

First  and  Second  Districts  - L.  Riegel  Haas 

Third  District  -Christina  L.  Reese 

Fourth  District  - Donna  F.  Wenger 

Fifth  District  - Barbara  A.  Layne,  RN 

Sixth  District  - David  C.  Blunk 

Seventh  District  - Maureen  E.  Griffin 

Eighth  District  - Larry  L.  Light 

Ninth  District  - Denise  E.  Zimmerman 

Tenth  District  - Donald  N.  McCoy 

Eleventh  District  - Jerry  L.  Rothenberger 

Twelfth  District  - Arnold  W.  Cushner 


Pennsylvania  Delegation  to  the  American  Medical  Association 


Delegates  Whose  Terms  Expire  1985 

Gerald  L.  Andriole,  MD,  219  W.  Diamond  Ave.,  Hazleton  18201  - 
(717)  454-4917 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  367-1188 

Joseph  N.  Demko,  MD,  919  Drinker  St.,  Dunmore  18512  - 
(717)  344-5665 

Henry  H.  Fetterman,  MD,  501  N.  17th  St.,  Allentown  18104  - 
(215)  435-8562 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  - (215)  922-5252 

Matthew  Marshall  Jr.,  MD,  The  Mellon  Pavilion,  4815  Liberty  Ave., 
Pittsburgh  15224  - (412)  682-3566 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - 
(814)  336-5995 

R.  Robert  Tyson,  MD,  Temple  Univ.  Hosp.,  3401  N.  Broad  St., 
Philadelphia  19140  - (215)  225-2424 

Alternate  Delegates  Whose  Terms  Expire  1985 

Doris  G.  Bartuska,  MD,  3227  W.  Penn  St.,  Philadelphia  19129  - 

(215)  843-7556 

Joseph  B.  Blood  Jr.,  MD,  Guthrie  Clinic,  Guthrie  Sq.,  Sayre 
18840  - (717)  888-5858 

Donald  C.  Brown,  MD,  Irwin  Prof.  Ctr.,  100  Pennsylvania  Ave., 
Irwin  15642  (412)  864-5759 

Paul  F.  Kase,  MD,  1009  Rolleston  St.,  Harrisburg  17104  - 
(717)  238-4300 

Donald  E.  Parlee,  MD,  75  Foxcroft  Dr.,  Doylestown  18901  - 
(215)  348-3249 

James  A.  Raub,  MD,  1099  Ohio  River  Blvd.,  Sewickley  15143  - 
(412)  741-7150 

Alan  H.  Schragger,  MD,  1317  Hamilton  St.,  Allentown  18102  - 
(215)  437-5433 

Barbara  Shelton,  MD,  Independence  Place,  Apt.  1006,  6th  & 
Locust  Walk,  Philadelphia  19106  - (215)  625-0800 


Delegates  Whose  Terms  Expire  1986 

R.  William  Alexander,  MD,  544  Elm  St.,  Reading  19601  - 

(215)  374-4951 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - 
(814)  695-0659 

James  B.  Donaldson,  MD,  10  Summit  Dr.,  Bryn  Mawr  19010 
(215)  525-5420 

Raymond  C.  Grandon,  MD,  Grand  Acres,  91  Poplar  Ave.,  New 
Cumberland  17070  (717)  234-4187 

William  J.  Kelly,  MD,  St.  Francis  Hosp.,  Ste.  B,  45th  & Penn  Sts., 
Pittsburgh  15201  - (412)  621-9094 

Michael  P.  Levis,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237 
(412)  931-4353 

Irving  Williams  III,  MD,  RD  1,  Box  206,  Lewisburg  17837  - 
(717)  523-1142 


Alternate  Delegates  Whose  Terms  Expire  1986 
Charles  A.  Heisterkamp  III,  MD,  721  N.  Duke  St. , Lancaster 
17602  - (717)  397-5104 

Robert  L.  Lasher,  MD,  1611  Peach  St.,  Ste.  255,  Erie  16501  - 
(814)  455-9038 

Gordon  K.  MacLeod,  MD,  Univ.  of  Pgh.,  Sci.  Hlth.  Rm.  232, 
Pittsburgh  15261  (412)  661-5887 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 
Plaza,  Philadelphia  19146  - (215)  546-7973 
John  S.  Parker,  MD,  1100  Ligonier  St.,  Latrobe  15650  - 
(412)  539-3555 

Jonathan  E.  Rhoads  Jr.,  MD,  3300  Henry  Ave.,  Philadelphia 
19129  - (215)  842-6564 

Howard  A.  Richter,  MD,  City  Line  & Lancaster  Aves.,  Philadelphia 
19151  - (215)  649-4416 

Staff  Assignment  - James  E.  Paxton 


Committees 


Standing  Committees  - Board  of  Trustees 

Executive 

Robert  S.  Pressman,  MD,  Chairman,  2401  Pennsylvania  Blvd., 
Apt.  2-C-44,  Philadelphia  19130  - (215)  232-9272-9798 
R.  William  Alexander,  MD,  544  Elm  St.,  Reading  19601  - 
(215)  374-4951 

Gerald  L.  Andriole,  MD,  219  W.  Diamond  Ave.,  Hazleton  18201  - 
(717)  454-4917 

J.  Joseph  Danyo,  MD,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

Donald  E.  Harrop,  MD,  750  S.  Main  St.,  Phoenixville  19460  - 
(215)  933-3182 

R.  Robert  Tyson,  MD,  Temple  Univ.  Hosp.,  3401  N.  Broad  St., 
Philadelphia  19140  - (215)  221-3631 

D.  Ernest  Witt,  MD,  Med.  Arts  Bldg.,  5th  & Park  Sts.,  Bloomsburg 

17815  - (717)  784-5150 

Staff  Assignment  - John  F.  Rineman 


Finance 

Gerald  L.  Andriole,  MD,  Chairman,  219  W.  Diamond  Ave., 
Hazleton  18201  - (717)  454-4917 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - 
(814)  695-0659 

J.  Joseph  Danyo,  MD,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - 
(814)  336-5995 

Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562  Shearer  St.,  Ste. 
101-2,  Greensburg  15601  - (412)  837-4070 
Staff  Assignment  - John  F.  Rineman 

Publication 

David  L.  Miller,  MD,  Chairman,  237  Broad  St.,  New  Bethlehem 
16242  - (814)  275-1122 

Ernest  L.  Abernathy,  MD,  1086  N.  Main  St.,  Washington  15301  - 
(412)  225-4423 
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ohn  H.  Hobart,  MD,  2001  Fairview  Ave.,  Easton  18042  - 
215)  258-9131 

ames  A.  Raub,  MD,  1099  Ohio  River  Blvd.,  Sewickley  15143  - 
112)  741-7150 

larbara  Shelton,  MD,  Independence  Place,  Apt.  1006,  6th  St.  & 
ocust  Walk,  Philadelphia  19106  - (215)  625-0800 
itaff  Assignment  - Mary  L.  Uehlein 

Special  Committees  - Board  of  Trustees 

Jenjamin  Rush  Awards 

tenry  H.  Fetterman,  MD,  Chairman,  501  N.  17th  St.,  Allentown 
8104  -(21 5)  435-8562 

itobert  J.  Carroll,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
412)  367-1188 

I.  Mostyn  Davis,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
717)  271-6070,  Ext.  4375 

James  A.  Raub,  MD,  1099  Ohio  River  Blvd.,  Sewickley  15143  - 
412)  741-7150 

Staff  Assignment  - Arnold  W.  Cushner 
Distinguished  Service  Award 

Raymond  C.  Grandon,  MD,  Chairman,  Grand  Acres,  91  Poplar 
*We.,  New  Cumberland  17070  - (717)  234-4187 
Michael  P.  Levis,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
[412)  931-4353 

John  Y.  Templeton  III,  MD,  111  S.  11th  St.,  Ste.  6255, 
Philadelphia  19107  (215)  928-8830 
Staff  Assignment  - Robert  L.  Lamb 

Impaired  Physician 

Abram  M.  Hostetter,  MD,  Chairman,  20  Briarcrest  Sq.,  Hershey 
17033  - (717)  533-4797 

Lee  C.  Dobler,  MD,  526  Perrysville  Ave.,  Pittsburgh  15229  - 
(412)  931-2324 

Joshua  M.  Figlin,  DO,  673  Pike  St.,  Lemont  16851  - 
(814)  234-5830 

Jean  L.  Forest,  MD,  103  N.  Highland,  Bala  Cynwyd  19004  - 
(215)  647-0330 

Elizabeth  H.  Gordon,  MD,  501  Arrott  Bldg.,  4th  & Wood  Sts., 
Pittsburgh  15222  (412)  391-3842 

Robert  E.  Krause,  MD,  Marworth,  PO.  Box  329,  Waverly  18471  - 
(717)  563-1112 

Charles  T.  McCutcheon,  MD,  8114  W.  Chester  Pike,  Upper  Darby 
19082  - (215)  789-3424 

Claude  E.  Nichols,  MD,  2645  N.  3rd  St.,  Ste.  380,  Harrisburg 
17110  - (717)  238-0215 

William  C.  Ryan,  MD,  917  W.  Main  St.,  Somerset  15501  - 
(814)  443-3648 

Staff  Assignment  - Christina  L.  Reese 


Interspecialty  Committee 

Martin  A.  Murcek,  MD,  Chairman,  Med.  Arts  Bldg.,  562  Shearer 
St.,  Ste.  101-2,  Greensburg  15601  - (412)  837-4070  - 4111 
Edward  J.  Resnick,  MD,  Vice  Chairman,  Temple  Univ.  Hosp., 

Dept,  of  Ortho.,  3401  N.  Broad  St.,  Philadelphia  19140  - 
(215)  228-0100 

(Following  each  specialty  represented,  the  member  is  listed  first, 
the  alternate  second) 

Allergy  - Charles  G.  Blumstein,  MD,  Benson  East,  Jenkintown 
19046  - (215)  884-7400.  Paul  J.  Dowdell,  MD,  90  Shenango  St., 
Greenville  16125  - (412)  588-4240 

Anesthesiology  - Herbert  C.  Dodge,  MD,  Holy  Redeemer  Hosp., 
Meadowbrook  19046  (215)  664-4784.  Patrick  D.  B.  Forsythe,  MD, 
801  Conodoguinet  Dr.,  Camp  Hill  17011  - (717)  737-9790 
Cardiology  - William  S.  Frankl,  MD,  230  N.  Broad  St.,  Philadelphia 
19102  (215)  448-8780.  Charles  Laubach  Jr.,  MD,  Geisinger  Med. 
Ctr.,  Danville  17822  (717)  275-6211 

Clinical  Pathology  - John  P.  Whiteley,  MD,  York  Hosp.,  Path. 

Dept.,  York  17405  - (717)  764-6313.  Anthony  Maas,  MD,  Holy 
Spirit  Hosp.,  Camp  Hill  17011  - (717)  761-2646 
Colon  & Rectal  Surgery  - Paul  K.  Waltz,  MD,  890  Poplar  Church 
Rd.,  Ste.  102,  Camp  Hill  17011  - (717)  761-4141.  Philip  J.  Ferry, 
MD,  290  Chestnut  St.,  Kingston  18704  - (717)  287-7203 
Dermatology  - Hugh  Crumay,  MD,  104  Erford  Rd.,  Camp  Hill 
17011  - (717)  763-7685.  Robert  Koelsch,  MD,  Rockhill  Med.  Arts 
Ctr.,  Sellersville  18760  (215)  257-3524 


Emergency  Medicine  - Jesse  Weigel,  MD,  Harrisburg  Hosp.,  Emer. 
Dept.,  Harrisburg  17101  - (717)  782-3120.  Joseph  A.  Zeccardi, 

MD,  Thomas  Jef.  Univ.  Hosp.,  Emer.  Dept.,  10th  & Walnut  Sts., 
Philadelphia  19107  - (215)  928-6844 

Family  Practice  - Robert  J.  Fagioletti,  MD,  853  Jefferson  Ave., 
Washington  15301  - (412)  225-7865.  Howard  H.  Weaner  Jr.,  MD, 

11  N.  Main  St.,  Montgomery  17752  - (717)  547-2171 
Gastroenterology  - Michael  M.  Geduldig,  MD,  4969  Berkley  St., 
Harrisburg  17109  - (717)  652-5336.  George  Brodmerkel,  MD,  490 
E.  North  Ave.,  #202,  Pittsburgh  15212  - (412)  321-0808 
General  Surgery  - James  L.  Beeby,  MD,  1611  Peach  St.,  Erie 
16501  - (814)  455-7038.  James  R.  Warden,  MD,  1611  Peach  St., 
Erie  16501  - (814)  455-7038 

Infectious  Diseases  - Robert  C.  Aber,  MD,  Hershey  Med.  Ctr., 
Hershey  17033  (717)  534-8881.  Elias  Abrutyn,  MD,  209  Rhyl  Ln., 
Bala  Cynwyd  19004  - (215)  664-7311 

Internal  Medicine  - James  R.  Regan,  MD,  3222  Green  Meadow 
Dr.,  Bethlehem  18017  - (215)  691-2282.  Norman  Makous,  MD,  829 
Spruce  St.,  Philadelphia  19107  (215)  664-0818 
Nephrology  - James  Clark,  MD,  Crozer-Chester  Med.  Ctr.,  Chester 
19013  - (215)  874-6600.  Sandra  Levison,  MD,  Med.  College  of  PA, 
3300  Henry  Ave.,  Philadelphia  19129  - (215)  842-6988 
Neurosurgery  - Daniel  C.  Good,  MD,  1671  Crooked  Oak  Dr., 
Lancaster  17601  (717)  569-5331.  James  P.  Argires,  MD,  1671 
Crooked  Oak  Dr.,  Lancaster  17601  (717)  569-5331 
Nuclear  Medicine  - David  R.  Brill,  MD,  Geisinger  Med.  Ctr., 

Danville  17822  (717)  275-6211.  Jose  O.  Morales,  MD,  Mercy 
Catholic  Med.  Ctr.,  Lansdowne  Ave.  & Bailey  Rd.,  Darby  19023  - 
(215)  237-4000 

Obstetrics/Gynecology  - Leopold  Loewenberg,  MD,  255  S.  17th 
St.,  2nd  FI.,  Med.  Tower  Bldg.,  Philadelphia  19103  - 
(215)  545-4300.  Jack  Fink,  MD,  902  N.  Broad  St.,  Lansdale  19446 
- (215)  368-1950 

Ophthalmology  - Robert  D.  Reinecke,  MD,  318  S.  2nd  St., 
Philadelphia  19106  (215)  928-3149.  Paul  A.  Cox,  MD,  313  S. 
Hanover  St.,  Carlisle  17013  - (717)  243-2171 
Orthopaedics  - Edward  J.  Resnick,  MD,  Temple  Univ.  Hosp., 

Dept,  of  Ortho.,  3401  N.  Broad  St.,  Philadelphia  19140  - 
(215)  228-0100.  James  Hamsher,  MD,  1711  N.  Front  St., 

Harrisburg  17101  - (717)  233-5666 

Otolaryngology  - Eugene  B.  Rex,  MD,  36  Lankenau  Med.  Bldg., 
Philadelphia  19151  - (215)  649-5833.  James  M.  Cole,  MD, 
Geisinger  Med.  Ctr.,  Danville  17822  (717)  275-6211 
Pediatrics  - Susan  S.  Aronson,  MD,  605  Moreno  Rd.,  Narberth 
19072  - (215)  664-3923.  Alan  E.  Kohrt,  MD,  Wallenpaupack  Med. 
Foundation,  Tafton  18464  (717)  226-4525 
Physical  Medicine/Rehabilitation  - Rex  H.  Newton  Jr.,  MD,  1119 
Macon  Ave.,  Pittsburgh  15218  - (412)  781-5700.  William  Frost, 

MD,  Magee  Rehab.  Hosp.,  1513  Race  St.,  Philadelphia  19102  - 
(215)  665-5100 

Plastic  & Reconstructive  Surgery  - Stephen  J.  Herceg,  MD,  2101 
N.  Front  St.,  Harrisburg  17110  - (717)  233-4691.  Thomas  Davis, 
MD,  Hershey  Med.  Ctr.,  Hershey  17033  - (717)  534-8521 
Psychiatry  - L.  Alan  Wright,  MD,  1000  Bower  Hill  Rd.,  Ste.  201, 
Pittsburgh  15243  - (412)  563-2595.  Edward  C.  Leonard  Jr.,  MD, 
Friends  Hosp.,  Roosevelt  Blvd.  & Adams  Ave.,  Philadelphia  19124  - 
(215)  831-4800 

Pulmonary  Disease  - Robert  L.  Mayock,  MD,  Hosp.  Univ.  of  PA, 
3400  Spruce  St.,  Ste.  1,  Philadelphia  19104  - (215)  662-2470. 
William  M.  Anderson,  MD,  Harrisburg  Hosp.,  S.  Front  St., 
Harrisburg  17101  - (717)  782-3296 

Radiology  - Ronald  J.  Clearfield,  MD,  Citizens  Gen.  Hosp.,  New 
Kensington  15068  - (412)  337-3541.  Gene  J.  Triano,  MD, 
Harrisburg  Hosp.,  S.  Front  St.,  Harrisburg  17101  - (717)  238-6751 
Thoracic  Surgery  - Victor  F.  Greco,  MD,  Greco  Med.  Bldg.,  Drums 
18222  - (717)  788-4141.  Wolfe  Sapirstein,  MD,  2247  N.  Front  St., 
Harrisburg  17110  - (717)  238-8272 

Urology  - Howard  C.  Beane,  MD,  789  Poplar  Church  Rd.,  Camp 
Hill  17011  - (717)  763-7037.  Vacancy 

R.  William  Alexander,  MD,  Board  Representative,  544  Elm  St., 

Reading  19601  (215)  374-4951 

Staff  Assignment  - Donald  N.  McCoy 

Leadership  Conference 

Robert  N.  Moyers,  MD,  Chairman,  764  Kennedy  St.,  Meadville 
16335  - (814)  336-5995 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  367-1188 
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Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - 
(814)  695-0659 

J.  Joseph  Danyo,  MD,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - 
(814)  275-1122 

Irving  Williams  III,  MD,  RD  1,  Box  206,  Lewisburg  17837  - 
(717)  523-1142 

D.  Ernest  Witt,  MD,  President,  Med.  Arts  Bldg.,  5th  & Park  Sts., 
Bloomsburg  17815  - (717)  784-5150 
Staff  Assignment  - Maureen  E.  Griffin 

Nominate  Members  of  PMSLIC  Board 

J.  Joseph  Danyo,  MD,  Chairman,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

Ernest  L.  Abernathy,  MD,  1086  N.  Main  St.,  Washington  15301  - 
(412)  225-4423 

David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - 
(814)  275-1122 

Staff  Assignment  - James  E.  Paxton 
Planning  and  Evaluation 

R.  William  Alexander,  MD,  Chairman,  544  Elm  St.,  Readinq  19601 
- (215)  374-4951 

Gerald  L.  Andriole,  MD,  219  W.  Diamond  Ave.,  Hazleton  18201  - 
(717)  454-4917 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  -(215)  922-5252 

Walter  M.  Greissinger,  MD,  1400  Centre  Ave.,  Pittsburgh  15219  - 
(412)  562-3207 

Donald  E.  Harrop,  MD,  750  S.  Main  St.,  Phoenixville  19460  - 
(215)  933-3182 

James  J.  Houser,  MD,  150  Prospect  Ave.,  Franklin  16323  - 
(814)  437-5776 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 

Plaza,  Philadelphia  19146  - (215)  546-7973 

James  A.  Raub,  MD,  1099  Ohio  River  Blvd.,  Sewickley  15143  - 

(412)741-7150 

Jonathan  E.  Rhoads  Jr.,  MD,  3300  Henry  Ave.,  Philadelphia 
19129  - (215)  842-6564 

R.  Robert  Tyson,  MD,  Temple  Univ.  Hosp.,  3401  N.  Broad  St., 
Philadelphia  19140  - (215)  225-2424 

D.  Ernest  Witt,  MD,  Med.  Arts  Bldg.,  5th  & Park  Sts.,  Bloomsburq 
17815  - (717)  784-5150 

Bernard  B.  Zamostien,  MD,  1335  Tabor  Rd„  Ste.  303, 

Philadelphia  19141  - (215)  924-8181 
Staff  Assignment  - Robert  R.  Weiser 


Ad  Hoc  Committees  - Board  of  Trustees 

Establish  Liaison  with  External  Organizations 

Robert  S.  Pressman,  MD,  Co-Chairman,  2401  Pennsylvania  Blvd. 

Apt.  2-C-44,  Philadelphia  19130  - (215)  232-9272-9798 

D.  Ernest  Witt,  MD,  Co-Chairman,  Med.  Arts  Bldg.,  5th  & Park 

Sts.,  Bloomsburg  17815  - (717)  784-5150 

R.  William  Alexander,  MD,  544  Elm  St.,  Reading  19601  - 

(215)  374-4951 

J.  Joseph  Danyo,  MD,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - 
(814)  336-5995 

John  Y.  Templeton  III,  MD,  111  S.  11th  St.,  Ste  6255, 
Philadelphia  19107  (215)  928-8830 

R.  Robert  Tyson,  MD,  Temple  Univ.  Hosp.,  3401  N Broad  St., 
Philadelphia  19140  - (215)  221-3631 
Staff  Assignment  - John  F.  Rineman 

Investigate  Purchase  of  PaPRO  Shares 

J.  Joseph  Danyo,  MD,  Chairman,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - 
(814)  275-1122 

Barbara  Shelton,  MD,  Independence  Place,  Apt.  1006,  6th  & 
Locust  Walk,  Philadelphia  19106  - (215)  625-0800 
Ex  Officio: 

Donald  E.  Harrop,  MD,  750  S.  Main  St.,  Phoenixville  19460  - 
(215)  933-3182 


Robert  S.  Pressman,  MD,  2401  Pennsylvania  Blvd.,  Apt.  2-C-44 

Philadelphia  19130  - (215)  232-9272-9798 

D.  Ernest  Witt,  MD,  Medical  Arts  Bldg.,  5th  & Park  Sts., 

Bloomsburg  17815  (717)  784-5150 

Staff  Assignment  - Barbara  A.  Layne,  RN 

Long  Range  Strategy 

Gordon  K.  MacLeod,  MD,  Chairman,  Univ.  of  Pgh.,  Sci.  Hlth  Rm 
232,  Pittsburgh  15261  - (412)  624-3875 

John  R.  Beljan,  MD,  Dean,  Hahnemann  Med.  College,  Broad  & 
Vine  Sts.,  Philadelphia  19102  - (215)  448-7604 
James  A.  Collins  Jr.,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)  271-6405 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  - (215)  922-5252 

David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - 
(814)  275-1122 

Staff  Assignment  - Donna  F.  Wenger 
Management  Advisory  Committee 

John  H.  Hobart,  MD,  Chairman,  2001  Fairview  Ave.,  Easton  18042 
-(215)258-9131 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - 
(814)  336-5995 

Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562  Shearer  St.,  Ste. 
101-2,  Greensburg  15601  - (412)  837-4070 
Staff  Assignment  - John  F.  Rineman 

Medicaid  Reimbursement 

Walter  M.  Greissinger,  MD,  Chairman,  1400  Centre  Ave., 
Pittsburgh  15219  - (412)  562-3207 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  367-1188 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 
Plaza,  Philadelphia  19146  - (215)  546-7973 
Staff  Assignment  - William  F.  S.  Orner  Jr. 

Public  Relations 

Irving  Williams  III,  MD,  Chairman,  RD  1,  Box  206,  Lewisburg 
17837  - (717)  523-1142 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  367-1188 

J.  Joseph  Danyo,  MD,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

Thomas  H.  Malin,  MD,  99  November  Dr.,  Camp  Hill  17011  - 
(717)  761-8644 

Donald  H.  Smith,  MD,  2209  Lehigh  St.,  Easton  18042  - 
(215)  252-2556 

John  Y.  Templeton  III,  MD,  111  S.  11th  St.,  Ste  6255, 

Philadelphia  19107  (215)  928-8830 

Auxiliary  Representative:  - Mrs.  William  J.  West,  613  Devonshire 
Dr.,  Carlisle  17013  - (717)  243-7303 
Staff  Assignment  - Arnold  W.  Cushner 

Relationships  With  Pennsylvania  Bar  Association 

W.  Mead  Jones,  MD,  Chairman,  P.O.  Box  205,  Fort  Washington 

19034  - (215)  643-7085 

J.  Joseph  Danyo,  MD,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 
Plaza,  Philadelphia  19146  - (215)  546-7973 
Harold  E.  Swensen,  MD,  200  Meyran  Ave.,  Pittsburgh  15213  - 
(412)  621-2141 

Jerry  Zaslow,  MD,  60  E.  Township  Line,  Elkins  Park  19117- 
(215)  379-4600 

Staff  Assignment  - Kenneth  B.  Jones,  Esq. 

Study  Union-Like  Organizations 

J.  Joseph  Danyo,  MD,  Chairman,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - 
(814)  695-0659 

Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562  Shearer  St.,  Ste. 

101-2,  Greensburg  15601  - (412)837-4070 
Staff  Assignment  - Barbara  A.  Layne,  RN 
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Task  Force  on  Medical  Practice  Act 

Robert  D.  Reinecke,  MD,  Chairman,  318  S.  2nd  St.,  Philadelphia 
19106  - (215)  928-3149 

Robert  W.  Ford,  MD,  9104  Babcock  Blvd.,  Pittsburgh  15237  - 
(412)  366-1322 

Eugene  W.  Herron,  MD,  47  Greensburg  St.,  Delmont  15626  - 
(412)  468-8010 

Staff  Assignment  - Donna  F.  Wenger 


Task  Force  on  Public  Policy  Aspects  of  Competition 
Robert  N.  Moyers,  MD,  Chairman,  764  Kennedy  St.,  Meadville 
16335  - (814)  336-5995 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  - (215)  922-5252 

Robert  W.  Ford,  MD,  9104  Babcock  Blvd.,  Pittsburgh  15237  - 
(412)  366-1322 

Walter  M.  Greissinger,  MD,  1400  Centre  Ave.,  Pittsburgh  15219  - 
(412)562-3207 

John  W.  Lawrence,  MD,  1708  W.  Baltimore  Pike,  Media  19063  - 
(215)  566-4311 

Leopold  S.  Loewenberg,  MD,  255  S.  17th  St. , 2nd  FI.,  Med. 

Tower  Bldg.,  Philadelphia  19103  - (215)  545-4300 

Jonathan  E.  Rhoads  Jr.,  MD,  Med.  College  of  PA  Hosp.,  Div.  of 

Cardiothoracic  Surg.,  3300  Henry  Ave.,  Philadelphia  19129  - 

(215)842-6564 

Bernard  B.  Zamostien,  MD,  1335  Tabor  Rd.,  Ste.  303, 
Philadelphia  19141  - (215)  924-8181 
Staff  Assignment  - Robert  R.  Weiser 


Standing  Committees  - State  Society 

Advisory  to  the  Auxiliary 

William  G.  Ridgway,  MD,  Chairman,  115  N.  9th  St.,  Akron  17501  - 
(717)  859-1188 

Ralph  H.  Kaiser,  MD,  2430  Sheridan  St.,  Williamsport  17701  - 
(717)  326-1719 

Robert  L.  Lasher,  MD,  1611  Peach  St.,  Ste.  255,  Erie  16501  - 
(814)  455-9038 

John  Y.  Templeton  III,  MD,  111  S.  11th  St.,  Ste.  6255, 
Philadelphia  19107  (215)  928-8830 

R.  Robert  Tyson,  MD,  3401  N.  Broad  St.,  Philadelphia  19140  - 
(215)  225-2424 

Staff  Assignment  - Arlene  C.  Oyler 
Advisory  on  Professionalism 

G.  Winfield  Yarnall,  MD,  Chairman,  1192  Lowther  Rd.,  Camp  Hill 
17011  - (717)  761-4193 

James  A.  Collins  Jr.,  MD,  Geisinger  Med.  Ctr. , Danville  17822  - 
(717)  275-1172 

Linda  A.  Griska,  MD,  1021  Bryn  Mawr  Ave.,  Narberth  19072  - 
(21 5)  667-0256 

William  J.  Kelly,  MD,  St.  Francis  Hosp.,  Ste.  B,  45th  & Penn  Sts., 
Pittsburgh  15201  - (412)  621-9094 

Frank  V.  Maida,  MD,  107  E.  Main  St.,  Mt.  Pleasant  15666  - 
(412)  547-7566 

James  R.  Regan,  MD,  3222  Green  Meadow  Dr.,  Bethlehem  18017 
- (215)  691-2282 

Staff  Assignment  - James  E.  Paxton 
Aid  to  Education 

Robert  N.  Moyers,  MD,  Chairman,  764  Kennedy  St.,  Meadville 
16335  - (814)  336-5995 

Frederick  J.  Dudenhoefer,  MD,  3540  Culpepper  Dr.,  Erie  16506  - 
(814)456-5341 

Roberta  L.  Schneider,  MD,  139  Fernbrook  Ave.,  Wyncote  19095  - 

(215)  884- 1 855  (609)  358-3807 

Staff  Assignment  - Donna  F.  Wenger 

Bylaws 

William  C.  Ryan,  MD,  Chairman,  917  W.  Main  St.,  Somerset 
15501  - (814)  443-3648 

Susan  H.  Bray,  MD,  86  Bethlehem  Pike,  Philadelphia  19118  - 
(215)  247-3939 

Ronald  J.  Clearfield,  MD,  Citizens  Gen.  Hosp.,  New  Kensington 
15068  - (412)  337-3541 


Alan  H.  Schragger,  MD,  1317  Hamilton  St.,  Allentown  18102  - 
(215)  437-5433 

Edward  V.  Twiggar  II,  MD,  Shamokin  State  Gen.  Hosp.,  Shamokin 
17872  - (717)  644-0494 
Ex  Officio: 

G.  Winfield  Yarnall,  MD,  Secretary,  1192  Lowther  Rd.,  Camp  Hill 
17011  - (717)  761-4193 

Donald  E.  Harrop,  MD,  Speaker,  750  S.  Main  St.,  Phoenixville 
19460  -(2 15)  933-3182 

James  A.  Raub,  MD,  Vice  Speaker,  1099  Ohio  River  Blvd., 

Sewickley  15143  - (412)  741-7150 

Kenneth  B.  Jones,  Esq.,  Legal  Counsel 

John  F.  Rineman,  Executive  Vice  President 

Staff  Assignment  - James  E.  Paxton 

Medical  Benevolence 

Gerald  L.  Andriole,  MD,  219  W.  Diamond  Ave.,  Hazleton  18201  - 
(717)  454-4917 

H.  Robert  Gasull  Jr.,  MD,  RD  Box  160G,  Elliottsburg  17024  - 
(71 7)  789-3553 

William  J.  Kelly,  MD,  St.  Francis  Hosp.,  Ste.  B,  45th  & Penn  Sts., 
Pittsburgh  15201  - (412)  621-9094 

G.  Winfield  Yarnall,  MD,  Secretary,  1192  Lowther  Rd.,  Camp  Hill 

17011  - (717)  761-4193 

Staff  Assignment  - James  E.  Paxton 

Nominate  Delegates  and  Alternates  to  the  AMA 
Thomas  J.  Kardish,  MD,  Chairman,  5 Cherry  Blossom  Dr., 
Southampton  18966  (215)  357-9330 

Edward  J.  Notari,  MD,  Vice  Chairman,  201  Smallacombe  Dr., 
Scranton  18508  (717)  961-0171 

Ronald  J.  Clearfield,  MD,  Citizens  Gen.  Hosp.,  New  Kensington 
15068  - (412)  337-3541 

Walter  M.  Greissinger,  MD,  1400  Centre  Ave.,  Pittsburgh  15219  - 
(412)562-3208 

J.  Preston  Hoyle,  MD,  Zeigler  Disp.,  Bucknell  Univ.,  Lewisburg 

17837  - (717)  524-1401 

Staff  Assignment  - James  E.  Paxton 

Special  Committees  - State  Society 

Task  Force  to  Study  Professional  Liability  Insurance 

John  Y.  Templeton  III,  MD,  Chairman,  111  S.  11th  St.,  Ste.  6255, 

Philadelphia  19107  - (215)  928-8830 

Howard  A.  Richter,  MD,  Vice  Chairman,  City  Line  & Lancaster 
Aves.,  Philadelphia  19151  - (215)  649-4416 
William  F.  Bouzarth,  MD,  1041  Waverly  Rd.,  Gladwynne  19035  - 
(21 5)  642-2424 

Herbert  C.  Dodge,  MD,  Holy  Redeemer  Hosp.,  Meadowbrook 
19046  - (215)  947-3000 

Donald  G.  Ferguson,  MD,  Southside  Hosp.,  Pittsburgh  15203  - 
(412)  481-3300 

Henry  H.  Fetterman,  MD,  501  N.  17th  St.,  Allentown  18103  - 
(215)  435-8562 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  - (215)  922-5252 

Henry  L.  Hood,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)271-6168 

W.  Mead  Jones,  MD,  PO.  Box' 205,  Fort  Washington  19034  - 
(215)  643-7085 

Thomas  J.  Kardish,  MD,  5 Cherry  Blossom  Dr.,  Southampton 
18966  -(21 5)  357-9330 

William  D.  Lamberton,  MD,  213  E.  41st  St.,  Erie  16504  - 
(814)  864-4987 

David  S.  Masland,  MD,  Med.  Arts  Bldg.,  220  Wilson  St.,  Carlisle 
17013  - (717)  249-1929 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 
Plaza,  Philadelphia  19146  - (215)  546-7973 
Paul  J.  Poinsard,  MD,  2123  Delancey  St.,  Philadelphia  19103  - 
(215)  563-1680 

George  C.  Poore,  MD,  6 S.  East  St.,  Coudersport  16915  - 
(814)  274-9300 

Eugene  B.  Rex,  MD,  36  Lankenau  Med.  Bldg.,  City  Line  & 
Lancaster  Aves.,  Philadelphia  19151  - (215)  649-5833 
Mrs.  William  J.  West,  613  Devonshire  Dr.,  Carlisle  17013  - 
(717)  243-7303 

Jerry  Zaslow,  MD,  60  E.  Township  Line,  Elkins  Park  19117  - 
(215)  379-4600 
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Ex  Officio: 

R.  William  Alexander,  MD,  544  Elm  St.,  Reading  19601  - 
(215)  374-4951 

Robert  S.  Pressman,  MD,  2401  Pennsylvania  Blvd.,  Apt.  2-C-44, 
Philadelphia  19130  - (215)  232-9272 


R.  Robert  Tyson,  MD,  Temple  Univ.  Hosp.,  3401  N.  Broad  St., 
Philadelphia  19140  - (215)  221-3631 

D.  Ernest  Witt,  MD,  Med.  Arts  Bldg.,  5th  & Park  Sts.,  Bloomsburg 

17815  - (717)  784-5150 

Stafl  Assignment  - James  E.  Paxton 


Administrative  Councils 


Council  on  Education  and  Science 

James  J.  Houser,  MD,  Chairman,  150  Prospect  Ave.,  Franklin 
16323  -(8 14)  437-5776 

Robert  W.  Ford,  MD,  Vice  Chairman,  9104  Babcock  Blvd., 
Pittsburgh  15237  - (412)  366-1322 

Robert  E.  Albertini,  MD,  Geisinger  Med.  Ctr. , Danville  17822  - 
(717)  271-6924 

Doris  G.  Bartuska,  MD,  3227  W.  Penn  St.,  Philadelphia  19129  - 
(215)  843-7556 

Benjamin  Calesnick,  MD,  646  W.  Springfield  Rd.,  Springfield 
19064  - (215)  543-1358 

John  J.  Dennehy,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)  271-6408 

Dean  F.  Dimick,  MD,  Allentown  Hosp.  Assoc.,  17th  & Chew  Sts., 
Allentown  18102  (215)  821-2404 

Daniel  H.  Gregory,  MD,  490  North  Ave.,  Pittsburgh  15212  - 
(412)  321-0808 

Richard  P.  Kennedy,  MD,  206  E.  brown  St.,  East  Stroudsburg 
18301  -(717)421-4000 

Joseph  A.  Knepper,  MD,  11  Holly  Dr.,  Leola  17540  - 
(717)  656-2331 

Thaddeus  Lekawa,  MD,  2801  N.  George  St.,  York  17402  - 
(717)  846-3355 

John  A.  Malcolm  Jr.,  MD,  RD  1,  Sunbury  17801  - (717)523-2500 
John  S.  Parker,  MD,  1100  Ligonier  St.,  Latrobe  15650  - 
(412)  539-3555 

Lewis  T.  Patterson,  MD,  Polyclinic  Med.  Ctr.,  Harrisburg  17105  - 
(717)  782-2128 

Robert  Poole,  MD,  419  N.  Franklin  St. , West  Chester  19380  - 
(215)  696-6655 

Edward  J.  Resnick,  MD,  Temple  Univ.  Hosp.,  Dept,  of  Ortho., 
3401  N.  Broad  St.,  Philadelphia  19140  - (215)  229-0100 
George  A.  Rowland,  MD,  101  State  St.,  Box  117,  Millville  17846  - 
(717)  458-6550 

Theodore  L.  Yarboro,  MD,  755  Division  St.,  Sharon  16146  - 
(412)  346-4124 

J.  Mostyn  Davis,  MD,  Board  Representative,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  271-6070  Ext.  4375 
Staff  Assignment  - Donna  F.  Wenger 

Commission  on  Accreditation 

Robert  E.  Albertini,  MD,  Chairman,  Geisinger  Med.  Ctr.,  Danville 
17822  -(71 7)  271-6924 

Fredric  D.  Burg,  MD,  Vice  Chairman,  Univ.  of  PA  School  of  Med., 
Hamilton  Walk  & Spruce  Sts.,  Ste.  100,  Philadelphia  19104  - 
(215)  898-8034 

Edwin  D.  Arsht,  MD,  3909  State  Rd.,  Drexel  Hill  19026  - 
(215)  449-3330 

Jeanne  A.  Cooper,  MD,  Mercy  Hosp.  of  Pgh.,  Pittsburgh  15219  - 
(412)  232-7831 

Albert  J.  Finestone,  MD,  3401  N.  Broad  St.,  Philadelphia  19140  - 
(215)  225-7658 

Joseph  T.  Marconis,  MD,  413  W.  Market  St. , Pottsville  17901  - 
(717)  622-8903 

Earl  R.  Miller,  MD,  807  Curtin  St.,  S.  Williamsport  17701  - 
(717)  322-7861 

Staff  Assignment  - Donna  F.  Wenger 
Commission  on  Bioethics 

Robert  Poole,  MD,  Chairman,  419  N.  Franklin  St.,  West  Chester 
19380  - (215)  696-6655 

Mary  Jo  Bonner,  MD,  Vice  Chairman,  122  W.  Lancaster  Ave., 
Shillington  19607  (215)  777-6516 

William  A.  Atlee,  MD,  822  Marietta  Ave.,  Lancaster  17602  - 
(717)  393-9618 

Leroy  W.  Bowers,  MD,  P.O.  Box  203,  Tyrone  Med.  Ctr.,  Tyrone 
16686  -(8 14)  684-3825 


William  S.  Gibson,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)  271-6429 

G.  Bruce  Miles,  DO,  1901  Fairview  Ave.,  Easton  18042  - 
(215)  258-2893 

Edward  N.  Moser,  MD,  699  Rural  Ave.,  Williamsport  17701  - 
(717)  323-2125 

Sheila  Murphey,  MD,  1025  Walnut  St.,  Philadelphia  19107  - 
(215)  928-8575 

Blairanne  H.  Revak,  MD,  Penn  & Glen  Ave.,  Bloomsburg  17815  - 
(717)  784-8101 

Staff  Assignment  - Donna  F.  Wenger 

Commission  on  Education  and  Manpower 

George  A.  Rowland,  MD,  Chairman,  101  State  St.,  Box  117, 

Millville  17846  (717)  458-6550 

Richard  D.  Baltz,  MD,  Vice  Chairman,  3028  Market  St.,  Camp  Hill 
17011  - (717)  737-7100 

Aurora  T.  Hipolito,  MD,  P.O.  Box  127,  Clearfield  16830  - 
(814)  765-2661 

Robert  G.  Hunter,  MD,  701  E.  16th  St.,  Berwick  18603  - 
(717)  752-4551 

Maureen  Kling,  3331  Indian  Queen  Ln.,  Philadelphia  19129  - 
(215)  848-7946 

Roger  L.  Longenderfer,  MD,  107  Conestoga  St.,  Terre  Hill  17581 
- (215)  445-4576 

Manuel  Olives,  MD,  2900  Derry  St.,  Harrisburg  17111  - 
(71 7)  564-6475 

Staff  Assignment  - Christina  L.  Reese 

Commission  on  Therapeutic  and  Toxic  Substances 
Benjamin  Calesnick,  MD,  Chairman,  646  W.  Springfield  Rd., 
Springfield  19064  (215)  543-1358 

David  R.  Brill,  MD,  Vice  Chairman,  Geisinger  Med.  Ctr.,  Danville 
17822  - (717)  271-6301 

William  J.  Fiden,  MD,  1000  Dutch  Ridge  Rd.,  Beaver  15009  - 
(412)  846-8965 

Gerald  M.  Friedman,  MD,  Bloomsburg  Hosp.,  Bloomsburg  1 7815  - 
(717)  784-8360 

Carl  R.  Goodman,  MD,  Montgomery  Hosp.,  Norristown  19404  - 
(215)  631-3000 

Lawrence  S.  Greenfield,  MD,  Geisinger  Med.  Ctr.,  Danville  17822 
-(717)  271-6164 

George  D.  Lumb,  MD,  230  N.  Broad  St.,  Philadelphia  19102  - 
(215)  923-3692 

Paul  S.  Raphael,  MD,  1314  Antler  Ct.,  Allentown  18104  - 
(215)  821-3157 

William  B.  Swallow,  DO,  130  S.  Front  St.,  Milton  17847  - 
(717)  742-8511 

W.  J.  Russell  Taylor,  MD,  1900  JFK  Blvd.,  Philadelphia  19103  - 
(215)  947-2698 

Staff  Assianment  - Christina  L.  Reese 

Council  on  Legislation 

Timothy  J.  Michals,  MD,  Chairman,  Pepper  Pavilion,  Ste.  1003,  1 
Graduate  Plaza,  Philadelphia  19146  - (215)  546-7973 
John  B.  Wagner,  MD,  Vice  Chairman,  301  S.  7th  Ave.,  W.  Reading 
19611  - (215)  378-6198 

Jon  S.  Adler,  MD,  124  Evans  Dr.,  McMurray  15317  - 
(412)  222-7240 

Joseph  B.  Bikowski,  MD,  701  Broad  St.,  Sewickley  15143  - 
(412)  741-2801 

John  H.  Boal  Jr.,  MD,  385  2nd  St.,  Beaver  15009  - (412)  774-5555 
Frank  R.  Bondi,  MD,  522  Walnut  St.,  McKeesport  15132  - 
(412)  672-3422 

Eddie  L.  Clark,  MD,  2109  W.  Diamond  St.,  Philadelphia  19121  - 
(215)  232-0820 

Harold  R.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - 
(814)  695-0659 
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Drew  E.  Courtney,  MD,  RD  3,  Myerstown  17067  - (717)  866-5755 
Dominick  A.  Cruciani  Jr.,  MD,  304  3rd  Nat’l  Bank  Bldg.,  Scranton 
18503  - (717)  344-1631 

Jack  L.  Fairweather,  MD,  129  Market  St.,  Lewisburg  17837  - 
(717)523-1210 

Gilbert  A.  Friday,  MD,  1901  Highgate  Rd.,  Pittsburgh  15241  - 
(412)  681-3333 

Norman  A.  Goldstein,  MD,  15  S.  Spring  Ln.,  Phoenixville  19460  - 
(215)  933-8896 

Eugene  W.  Herron,  MD,  47  Greensburg  St.,  Delmont  15626  - 
(412)  468-8010 

W.  Mead  Jones,  MD,  PO.  Box  205,  Fort  Washington  19034  - 
(215)643-7085 

William  D.  Lamberton,  MD,  213  E.  41st  St.,  Erie  16504  - 
(814)  864-4987 

John  D.  Lane,  MD,  1202  Pond  St.,  Bristol  19007  - (215)  788-3900 
Charles  A.  Laubach  Jr.,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)  271-6523 

John  W.  Lawrence,  MD,  1078  W.  Baltimore  Pike,  Media  19063  - 
(215)  566-4311 

Carol  N.  Maurer,  MD,  15  Stewart  Rd.,  Oil  City  16301  - 
(814)  677-5102 

Wallace  G.  McCune,  MD,  2 Penn  Blvd.,  Philadelphia  19144  - 
(215)  843-6093 

Thomas  R.  Pheasant,  MD,  425  N.  21st  St.,  Camp  Hill  17011  - 
(717)  761-8688 

Alan  H.  Schragger,  MD,  1317  Hamilton  St.,  Allentown  18102  - 
(215)437-5433 

Robert  J.  Carroll,  MD,  Board  Representative,  4725  McKnight  Rd., 
Pittsburgh  15237  - (412)  367-1188 
Staff  Assignment  - Robert  H.  Craig  Jr. 

Council  on  Medical  Economics 

George  R.  Fisher  III,  MD,  Chairman,  829  Spruce  St.,  Philadelphia 
19107 -(215)  922-5252 

Victor  F.  Greco,  MD,  Vice  Chairman,  Greco  Mem.  Arts  Bldg., 
Drums  18222  - (717)  788-4141 

William  R.  Beltz,  MD,  1205  Grampian  Blvd.,  Williamsport  17701  - 
(717)326-7404 

Louis  H.  Betz,  MD,  3 Hospital  Dr.,  Lewisburg  17837  - 
(717)  524-4473 

Edward  C.  Fischer,  MD,  The  Reading  Hosp.,  Reading  19603  - 
(215)  378-6108 

Walter  M.  Greissinger,  MD,  1400  Centre  Ave.,  Pittsburgh  15219  - 
(412)  562-3208 

E.  Lawrence  Harasym  Jr.,  MD,  Glenn  St.  & Penn  Ave., 
Bloomsburg  17815  - (717)  784-1981 

Charles  A.  Heisterkamp  III,  MD,  721  N.  Duke  St.,  Lancaster 
17602 -(7 17)  397-5104 

Mary  J.  Kinosian,  MD,  1411  Liberty  Dr.,  Franklin  16323  - 
(814)437-6563 

Sidney  O.  Krasnoff,  MD,  60  E.  Township  Line,  Elkins  Park  19117 
- (215)  663-6330 

John  P.  Pagana,  MD,  316  N.  12th  St.,  Sunbury  17801  - 
(717)  286-8521 

Robert  H.  Stanger,  MD,  120  Daugherty  Dr.,  Monroeville  15146  - 
(412)372-1600 

John  P.  Whiteley,  MD,  1116  Detwiler  Dr.,  York  17404  - 
(717)  771-2433 

Jerry  Zaslow,  MD,  60  E.  Township  Line,  Philadelphia  19117  - 
(215)  379-4600 

John  H.  Hobart,  MD,  Board  Representative,  2001  Fairview  Ave., 

Easton  18042  (215)  258-9131 

Staff  Assignment  - William  F.  S.  Orner  Jr. 

Commission  on  Professional  Liability  Insurance 

Jerry  Zaslow,  MD,  Chairman,  60  E.  Township  Line,  Elkins  Park 

19117  - (215)  379-4600 

Harold  E.  Swensen,  MD,  Vice  Chairman,  200  Meyran  Ave., 
Pittsburgh  15213  - (412)  621-2141 
Ala  A.  Almashat,  MD,  531  E.  Front  St.,  Berwick  18603  - 
(717)  759-2244 

Bruce  M.  Bilder,  MD,  37  Pineview  St.,  Flemington,  Lock  Haven 
17745  - (717)  748-7714 

Frank  S.  Bryan,  MD,  850  Walnut  Bottom  Rd.,  Carlisle  17013  - 
(717)  243-9010 

Joseph  V.  Caliguiri,  MD,  121  Herbst  Rd.,  Coraopolis  15108  - 
(412)  331-2396 


J.  Norris  Childs,  MD,  432  W.  Walnut  Ln.,  Philadelphia  19144  - 
(215)  848-4224 

Alfred  J.  Cooke  Jr.,  MD,  127  E.  Frederick  St.,  Lancaster  17602  - 
(717)  299-4871 

William  R.  Davison,  MD,  1111  Franklin  St.,  Johnstown  15905  - 
(814)  536-8997 

Richard  L.  Huber,  MD,  1112  Columbia  St.,  Scranton  18509  - 
(717)  969-4000 

Robert  H.  Kough,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)  271-6413 

J.  Campbell  Martin,  MD,  Bloomsburg  Hosp.,  Bloomsburg  17815  - 
(717)  784-7121 

Ahmed  Mazaheri,  MD,  401  S.  Main  St.,  Doylestown  18901  - 
(215)  348-5665 

Mark  F.  Paris,  MD,  909  E.  Main  St.,  Roaring  Spring  16673  - 
(814)  224-2215 

Larue  E.  Pepperman,  MD,  807  Grampian  Blvd.,  Williamsport 
17701  - (717)  322-2497 

Champe  C.  Pool,  MD,  2800  Green  St.,  Harrisburg  17110  - 
(717)  234-5976 

Eugene  B.  Rex,  MD,  36  Lankenau  Med.  Bldg.,  Philadelphia  19151 

- (215)  649-5833 

Edward  V.  Twiggar  II,  MD,  335  Center  St.,  Shamokin  17872  - 
(717)  644-0494 

Staff  Assignment  - William  F.  S.  Orner  Jr. 

Council  on  Medical  Practice 

Bernard  B.  Zamostien,  MD,  Chairman,  1335  Tabor  Rd.,  Ste.  303, 
Philadelphia  19141  - (215)  924-8181 

Claude  E.  Nichols,  MD,  Vice  Chairman,  2645  N.  3rd  St.,  Ste.  380, 
Harrisburg  17110  -(717)  238-0215 

H.  Craig  Bell,  MD,  1335  Highland  Ave.,  Abington  19001  - 
(215)  886-4000 

Daniel  H.  Brooks,  MD,  103  Camp  Meeting  Rd.,  Sewickley  15143  - 
(412)741-8862 

John  A.  Burkholder,  MD,  490  E.  North  Ave.,  Ste.  302,  Pittsburgh 
15212  - (412)  323-0363 

John  W.  Burnside,  MD,  Milton  Hershey  Med.  Ctr.,  Hershey  17033 

- (717)  534-8161 

Norman  N.  Cohen,  MD,  Mercy  Catholic  Med.  Ctr.,  Lansdowne 
Ave.  & Bailey  Rd.,  Darby  19023  - (215)  237-4998 
Joseph  N.  Demko,  MD,  919  E.  Drinker  St.,  Dunmore  18512  - 
(717)  344-5665 

Paul  J.  Dowdell,  MD,  90  Shenango  St.,  Greenville  16125  - 
(412)  588-4240 

Paul  J.  Fink,  MD,  300  Melrose  Ave.,  Merion  19066  - 
(215)  667-3788 

John  G.  Guthleben,  MD,  2104  State  St.,  Erie  16502  - 
(814)  453-5894 

John  R.  Lease,  MD,  1710  E.  Broad  St.,  Hazleton  18201  - 
(717)  455-1586 

Roland  A.  Loeb,  MD,  Box  1724,  Lancaster  17604  - (717)  394-7234 
John  J.  Maron,  MD,  336  Spring  St.,  Royersford  19468  - 
(215)948-4796 

Stanley  P.  Mayers  Jr.,  MD,  648  Wiltshire  Dr.,  State  College  16801 

- (814)  238-4014 

Robert  W.  Meldrum,  MD,  E.  5th  & Park  Sts.,  Bloomsburg  17815  - 
(717)784-5150 

John  W.  Mills,  MD,  590  Indian  Springs  Rd.,  Indiana  15701  - 
(412)  349-1203 

Ernest  L.  Abernathy,  MD,  Board  Representative,  1086  N.  Main 
St.,  Washington  15301  - (412)  225-4423 
Staff  Assignment  - Denise  E.  Zimmerman 


Council  on  Membership 

Jonathan  E.  Rhoads  Jr.,  MD,  Chairman,  Med.  College  of  PA 
Hosp.,  Div.  of  Cardiothoracic  Surg.,  3300  Henry  Ave.,  Philadelphia 
19129  - (215)  842-6564 

Ronald  J.  Clearfield,  MD,  Vice  Chairman,  Citizens  Gen.  Hosp., 
New  Kensington  15068  - (412)  337-3541 

Joseph  F.  Alcaro,  MD,  455  S.  Washington  St.,  Ste.  23,  Gettysburg 
17325  - (717)  334-8171 

Raj  P.  Chopra,  MD,  326  Market  St.,  Bloomsburg  17815  - 
(717)759-1080 

Richard  M.  Gash,  MD,  1401  Redwood  Ln.,  Wyncote  19095  - 
(215)  886-4203 
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Thomas  H.  Malin,  MD,  99  November  Dr.,  Camp  Hill  17011  - 
(717)  761-8644 

LouAnn  M.  McStay,  MD,  790  2nd  St. , Beaver  15009  - 
(412)  775-8869 

John  S.  Oehrle,  MD,  320  E.  North  Ave.,  Pittsburgh  15212  - 
(412)  563-3689 

David  S.  Pollack,  MD,  909  E.  Main  St.,  Roaring  Spring  16673  - 
(814)  224-2215 

Roberta  Schneider,  MD,  139  Fernbrook  Ave.,  Wyncote  19095  - 
(215)  884-1855 


J.  Walter  Valenteen,  MD,  1078  W.  Baltimore  Pike,  Media  19063  - I 
(215)  566-0677 

James  F.  Welsh,  MD,  Community  Gen.  Hosp.,  Reading  19601  - 
(215)  378-8348 

William  J.  West,  MD,  850  Walnut  Bottom  Rd.,  Carlisle  17013  - 
(717)  249-2811 

David  L.  Miller,  MD,  Board  Representative,  237  Broad  St.,  New 
Bethlehem  16242  (814)  275-1122 
Stafl  Assignment  - L.  Riegel  Haas 


Resident  Physician  Section  Governing  Council 


Ian  L.  Freeman,  MD,  Chairman,  1174  Beechwood  Blvd., 
Pittsburgh  15206  - (412)  441-1528 

Russell  M.  Farr,  MD,  Vice  Chairman,  1403  Weightman  St., 
Pittsburgh  15217  (412)  521-4168 

Jeffrey  V.  Mendell,  MD,  Secretary,  1 Olympia  Place,  Pittsburgh 
15217  - (412)  687-2439 

Kathleen  E.  Squires,  MD,  Member-at-Large,  250  S.  13th  St.,  Box 
13,  Philadelphia  19107  - (215)  735-1142 

Jeanine  R.  Hahn,  MD,  Member-at-Large,  191  Lowell  Terr.,  King  of 
Prussia  19406  (215)  265-4489 


Andrew  Ku,  MD,  Member-at-Large,  3910  Powelton  Ave.,  Apt.  501, 
Philadelphia  19104  - (215)  662-8612 

Carl  A.  Sirio,  MD,  Member-at-Large,  115-A  E.  Oak  St.,  Palmyra 
17078  - (717)  838-6746 

Mark  Bjorklund,  MD,  Member-at-Large,  Univ.  Manor,  Apt.  153, 
Hershey  17033  (717)  534-8384 

Jon  R.  Friedman,  MD,  Member-at-Large,  1876  Woodland  Rd., 
Spruce  #3,  Abington  19001  - (215)  572-1812 
David  M.  Gates,  MD,  Member-at-Large,  416  Tally  Dr.,  Pittsburgh 
15237  - (412)  622-2121  (Shadyside  Hosp.) 

Staff  Assignment  - L.  Riegel  Haas 


Medical  Student  Section  Governing  Council 


Maureen  Kling,  Chairman,  (Med.  College  of  PA),  3331  Indian 
Queen  Ln.,  Philadelphia  19129  - (215)  848-7946 
Debbie  Fishbein,  Vice  Chairman,  (Univ.  of  PA),  36th  St.  & 
Hamilton  Walk,  Box  564,  Philadelphia  19104  - (215)  222-1225 
Ann  K.  Messersmith,  Past  Chairman  & Member-at-Large, 
(Hershey  Med.  Ctr.  of  PA  State  Univ.),  Univ.  Manor,  Apt.  171, 
Hershey  17033  - (717)  534-8180 

W.  Bradford  Carter,  Member-at-Large,  (Jefferson  Med.  College) 
925  Latimer  St.,  Philadelphia  19107  - (215)  627-6126 


M.  Joseph  Grennan  Jr.,  Member-at-Large,  (Univ.  of  Pittsburgh), 
120  Ruskin  Ave.,  Apt.  510,  Pittsburgh  15213  - (412)  683-7198 
Todd  A.  Maugans,  Member-at-Large,  (Temple  Univ.),  Strafford 
House,  Apt.  1216,  5555  Wissahickon  Ave.,  Philadelphia  19144  - 
(215)  843-3871 

Vacancy,  (Hahnemann  Med.  College) 

Vacancy,  (Philadelphia  College  of  Osteopathic  Medicine) 

Staff  Assignment  - L.  Riegel  Haas 


Hospital  Medical  Staff  Section  Governing  Council 


Lee  H.  McCormick,  MD,  Chairman,  (South  Hills  Health  System  - 
Jefferson  Ctr.),  2708  Brownsville  Rd.,  Pittsburgh  15227  - 
(412)  885-6330 

Michael  J.  Prendergast,  MD,  Vice  Chairman,  (York  Hospital),  930 
Upland  Rd.,  York  17403  - (717)  845-2743 
J.  Walter  Valenteen,  MD,  Secretary,  (Taylor  Hospital  - Ridley 
Park),  2835  N.  Providence  Rd.,  Media  19063  - (215)  566-0677 
Edward  H.  Dench  Jr.,  MD,  Delegate,  (Sacred  Heart  Hospital),  945 
Outer  Dr.,  State  College  16801 


Norman  S.  Williams,  MD,  Alternate  Delegate,  (Westmoreland 
Hosp.  Assn.),  559  Shearer  St.,  Greensburg  15601  - (412)  832-4260 
John  S.  Parker,  MD,  Member-at-Large,  (Latrobe  Area  Hosp.),  1100 
Ligonier  St.,  Latrobe  15650  - (412)  539-3555 
William  H.  Mahood,  MD,  Member-at-Large,  (Abington  Mem. 

Hosp  ),  1245  Highland  Ave.,  Abington  19001  - (215)  887-9690 
Staff  Assignment  - Denise  E.  Zimmerman 


Medical  School  Section 


Harry  Prystowsky,  MD,  Dean,  Hershey  Med.  Ctr.,  500  University 
Dr.,  Hershey  17033  - (717)  534-8421 

Joseph  S.  Gonnella,  MD,  Dean,  Jefferson  Med.  College,  1025 

Walnut  St.,  Philadelphia  19107  - (215)  928-6980 

Sol  Sherry,  MD,  Dean,  Temple  Univ.  Sch.  of  Medicine,  3400  N. 

Broad  St.,  Philadelphia  19140  - (215)  221-4046 

Thomas  Detre,  MD,  Dean,  Univ.  of  Pgh.  Sch.  of  Medicine,  Scaife 

Hall,  Pittsburgh  15213  - (412)  624-2933 


Edward  J.  Stemmier,  MD,  Dean,  Univ.  of  PA  Sch.  of  Medicine, 
36th  & Pine  Sts.,  Philadelphia  19104  - (215)  898-5181 
Alton  I.  Sutnick,  MD,  Dean,  Med.  College  of  PA,  3300  Henry  Ave., 
Philadelphia  19129  - (215)  842-6000 

John  R.  Beljan,  MD,  Dean,  Hahnemann  Med.  College,  245  N. 

15th  St.,  Philadelphia  19102  - (215)  448-7604 
Staff  Assignment  - Donna  F.  Wenger 


Pennsylvania  Medical  Political  Action  Committee 


Board  of  Directors 

First  District  - Robert  H.  Bradley  Jr.,  MD,  8815  Germantown  Ave., 
Philadelphia  19118  (215)  242-8260 

Second  District  - Thomas  J.  Kardish,  MD,  5 Cherry  Blossom  Dr., 

Southampton  18966  - (215)  357-9330 

Third  District  - Wilfred  E.  Vogler  Jr.,  MD,  2431  Easton  Ave., 

Bethlehem  18017  - (215)  691-8538  (215)  866-5111 

Fourth  District  - William  C.  Wright,  MD,  Penn  St.  & Glenn  Ave., 

Bloomsburg  17815  - (717)  784-1981 

Fifth  District  - Roland  A.  Loeb,  MD,  P.O.  Box  1708,  Lancaster 
17603  - (717)  394-7234 

Sixth  District  - Harold  R.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg 
16648  - (814)  695-0659 

Seventh  District  - Jack  L.  Fairweather,  MD,  129  Market  St., 
Lewisburg  17837  - (717)  523-1210 


Eighth  District  - William  D.  Lamberton,  MD,  213  E.  41st  St.,  Erie 
16504  - (814)  864-4987 

Ninth  District  - Carol  N.  Maurer,  MD,  15  Stewart  Rd.,  Oil  City 
16301  - (814)  677-5102 

Tenth  District  - Eugene  W.  Herron,  MD,  47  Greensburg  St., 
Delmont  15626  - (412)  468-8010 

Eleventh  District  - Jon  Adler,  MD,  124  Evans  Dr.,  McMurray  15317 
- (412)  222-7240 

Twelfth  District  - Victor  F.  Greco,  MD,  Greco  Med.  Arts  Bldg., 
Drums  18222  - (717)  788-4141 


Board  Members-At-Large 

Donald  G.  Ferguson,  MD,  South  Side  Hosp.,  Pittsburgh  15203  - 
(412)  488-5550 
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John  W.  Lawrence,  MD,  1078  W.  Baltimore  Pike,  Media  19063  - 
(215)  566-4311 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 
Plaza,  Philadelphia  19146  - (215)  546-7973 
Mrs.  Stanley  C.  Ushinski,  Eastern  Region,  RD  5,  Sutton  Rd., 
Shavertown  18708  (717)  696-2134 


Mrs.  Spencer  J.  Servoss,  Central  Region,  17  Round  Hill  Rd., 
Williamsport  17701  - (717)  323-0649 

Mrs.  Joseph  H.  Carter,  Western  Region,  816  Hilltop  Rd.,  Erie 

16509  - (814)  866-6732 

Executive  Director  - Jerry  L.  Rothenberger 

Note:  Board  subject  to  change  at  PMS  Board  of  Trustees  meeting, 

January  16,  1985. 


Pennsylvania  Medical  Society  Liability  Insurance  Company 

Alan  L.  Dorian,  MD,  1308  DeKalb  St.,  Norristown  19401  - 


Officers 

David  S.  Masland,  MD,  Chairman  of  the  Board/Chief  Executive 
Officer 

Donald  E.  Harrop,  MD,  Vice  Chairman  of  the  Board 

A.  John  Smither,  President/Chief  Operating  Officer 

Ronald  M.  Bachman,  Senior  Vice  President/Director  of  Marketing 

Roger  M.  Roggenbaum,  Vice  President  - Claims 

Sarah  H.  Lawhorne,  Esq.,  Secretary/General  Counsel 

Karl  L.  Detweiler,  Vice  President  - Underwriting 

Lawrence  E.  Smarr,  Vice  President  - Data  Processing/Research 

Judith  R.  Brown,  RN,  JD,  Vice  President/Director  of  Risk 

Management/Loss  Prevention 

Anna  Lavertue,  Assistant  Vice  President/Director  of  Professional 
Affairs 

Frank  Piscioneri,  Assistant  Vice  President/Director  of 
Administrative  Services 

Gregory  L.  Richards,  Assistant  Vice  President/Data  Processing 
Manager 

John  F.  Rineman,  Treasurer 

Rocco  A.  Piscioneri,  Assistant  Treasurer 

Board  of  Directors 

William  F.  Bouzarth,  MD,  1041  Waverly  Rd.,  Gladwyne  19035  - 
(215)  642-2424 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - 
(814)  695-0659 


(215)  279-8686 

Sylvan  H.  Eisman,  MD,  3400  Spruce  St.,  Philadelphia  19104  - 
(215)  386-1414 

Henry  H.  Fetterman,  MD,  501  N.  17th  St.,  Allentown  18104  - 
(215)435-8562 

Donald  E.  Harrop,  MD,  750  S.  Main  St.,  Phoenixville  19460  - 
(215)  933-3182 

John  H.  Hobart,  MD,  2001  Fairview  Ave.,  Easton  18042  - 
(215)  258-9131 

William  J.  Kelly,  MD,  St.  Francis  Hosp.,  Ste.  B,  Pittsburgh  15201  - 
(412)  621-9094 

Robert  L.  Lasher,  MD,  316  W.  23rd  St.,  Erie  16502 
(814)  455-9038 

Matthew  Marshall  Jr.,  MD,  The  Mellon  Pavilion,  4815  Liberty  Ave., 
Pittsburgh  15224  - (412)  682-3566 

David  S.  Masland,  MD,  Med.  Arts  Bldg.,  220  Wilson  St.,  Carlisle 
17013  - (717)  249-1929 

John  F.  Rineman,  20  Erford  Rd.,  Lemoyne  17043  - (717)  763-7151 
Brooke  Roberts,  MD,  Univ.  of  Penna.,  3400  Spruce  St., 
Philadelphia  19104  (215)  662-2025 

George  A.  Rowland,  MD,  Box  117,  101  State  St.,  Millville  17846  - 
(717)  458-6550 

A.  John  Smither,  P.O.  Box  303,  Lemoyne  17043  - (717)  763-4750 


Pennsylvania  Medical  Care  Foundation 


Ms.  Margaret  C.  Albert,  Pub.  Rel.  Dept.,  Urban  League  of  Pitts., 

200  Ross  Ave.,  Pittsburgh  15219  - (412)  261-1130 

Mr.  Robert  W.  Becker,  Dir.,  Corp.  Employee  Benefits,  American 

Sterilizer  Co.,  2222  W.  Grandview  Blvd.,  Erie  16512  - 

(814)  452-3100 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  367-1188 

Mr.  Leonard  Davis,  Sr.  Dir.,  Quality  Assur.  & Hlth.  Care  Planning, 
Blue  Cross  of  Greater  Phila.,  1333  Chestnut  St.,  Philadelphia 
19107  - (215)  448-5Q00 

Robert  E.  Davis,  MD,  Med.  Dir.,  Allegheny  Ludlum  Steel  Corp., 
Alabama  & Pacific  Aves.,  Brackenridge  15014  - (412)  226-2000, 

Ext.  6384 

Robert  B.  Edmiston,  MD,  Sr.  Vice  Pres.,  Prof.  Aff.,  PA  Blue 
Shield,  Camp  Hill  17011  - (717)  763-3312 
Leonard  H.  Finklestein,  DO,  4150  City  Line  Ave.,  Philadelphia 
19131  - (215)  839-1021 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  - (215)922-5252 

Mr.  Joseph  W.  Fitzgerald,  Pres.,  Muhlenberg  Med.  Ctr., 

Bethlehem  18015  - (215)  861-2200 

William  P.  Garvey,  MD,  3860  Stellar  Dr.,  Erie  16506  - 

(814)833-4620 

Joseph  A.  Girone,  MD,  Lawn  Ave.  Prof.  Bldg.,  Sellersville  18960  - 
(215)  257-2727 

Mr.  Gerald  A.  Gleeson,  Vice  Pres.,  Hlth.  Aff.,  Phila.  Chamber  of 
Commerce,  1346  Chestnut  St.,  Ste.  800,  Philadelphia  19107  - 
(215)  545-1234 

Walter  M.  Greissinger,  MD,  President,  1400  Centre  Ave., 

Pittsburgh  15219  (412)  562-3207  (412)  935-5077 

Daniel  A.  Hall,  MD,  8202  Stenton  Ave.,  Philadelphia  19118  - 

(215)647-6333 

Paul  F.  Kase,  MD,  1009  Rolleston  St.,  Harrisburg  17104  - 
(71 7)  238-4300 

Robert  M.  Kemp,  MD,  125  Roslyn  Ave.,  Lancaster  17602  - 
(717)  299-3748 


Robert  H.  Kough,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)  275-6413 

Edward  C.  Leonard  Jr.,  MD,  Roosevelt  & Adams  Ave., 

Philadelphia  19124  - (215)  831-4800 

Timothy  J.  Michals,  MD,  Immediate  Past  President,  Pepper 
Pavilion,  Ste.  1003,  1 Graduate  Plaza,  Philadelphia  19146- 
(215)  546-7973 

H.  Arnold  Muller,  MD,  Sec.,  PA  Dept,  of  Health,  802  Health  & 
Welfare  Bldg.,  Harrisburg  17120  - (717)  787-6436 
Mr.  Albert  Noren,  Secretary,  Adm.,  Eastern  PA  Region  ILGWU 
Health  Ctr.,  Inc.,  35  S.  4th  St.,  Philadelphia  19106  - (215)  351-0750 
Edward  J.  Notari,  MD,  201  Smallacombe  Dr.,  Scranton  18508  - 
(717)  961-0171 

John  S.  Parker,  MD,  1100  Ligonier  St.,  Latrobe  15650  - 
(412)  539-3555 

Mr.  Harold  M.  Petersen,  Pres.,  Blue  Cross  of  Lehigh  Valley,  1221 

Hamilton  St.,  Allentown  18102  - (215)  820-2700 

Mr.  Gerald  F.  Radke,  Deputy  Sec.  for  MA,  PA  Dept,  of  Public 

Welfare,  515  Health  & Welfare  Bldg.,  Harrisburg  17120  - 

(717)787-1870 

Howard  A.  Richter,  MD,  Vice  President,  City  Line  & Lancaster 
Aves.,  Philadelphia  19151  - (215)649-4416 

Ms.  Rhea  Singsen,  Vice  Pres.,  Penn  Group  Health  Plan,  Inc.,  214 
Senate  Ave.,  Camp  Hill  1701 1 - (717)  763-9313 
Joseph  W.  Stella,  DO,  1736  Hamilton  St.,  Allentown  18104  - 
(215)  439-4000 

David  A.  Tilly,  MD,  1259  S.  Cedar  Crest  Blvd.,  Allentown  18103  - 
(215)  433-3143 

Mr.  Thomas  White,  Pres.,  Jameson  Mem.  Hosp.,  W.  Leasure  Ave., 
New  Castle  16105  - (412)  658-9001 

A.  Bailey  Wood,  DDS,  207  S.  32nd  St.,  Camp  Hill  17011  - 
(717)  763-1970  (717)  761-6955 

Bernard  B.  Zamostien,  MD,  1335  Tabor  Rd.,  Ste.  303, 
Philadelphia  19141  - (215)  924-8181 
Executive  Director  - Barbara  A.  Layne,  RN 
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The  Educational 

George  E.  Farrar  Jr.,  MD,  Chairman,  Pennswood  Village,  A-106, 
Newtown  18940  (215)  968-0810 

James  A.  Collins  Jr.,  MD,  Vice  Chairman,  Geisinger  Med.  Ctr. , 
Danville  17822  (717)  271-6405 

Gerald  L.  Andriole,  MD,  219  W.  Diamond  Ave.,  Hazleton  18201  - 
(717)  454-4917 


and  Scientific  Trust 

Abram  M.  Hostetter,  MD,  20  Briarcrest  Sq.,  Hershey  17033  - 
(717)  533-4797 

G.  Winfield  Yarnall,  MD,  Treasurer,  1192  Lowther  Rd.,  Camp  Hill 

17011  - (717)  761-4193 

Executive  Director  - LeRoy  C.  Erickson 


Pennsylvania  Medical  Society  Auxiliary 


Officers 

Mrs.  William  J.  West,  President,  613  Devonshire  Dr.,  Carlisle 
17013  - (717)  243-7303 

Mrs.  Robert  L.  Snyder,  President-Elect,  101  E.  Center  St., 
Nazareth  18064  (215)  759-4828 

Mrs.  Robert  L.  Lasher,  First  Vice-President,  217  Indiana  Dr.,  Erie 
16505  (814)  455-5114 

Mrs.  Donald  E.  Harrop,  Eastern  Regional  Vice-President,  750  S. 

Main  St.,  Phoenixville  19460  - (215)  933-7453 

Mrs.  Oliver  E.  Mattas,  Central  Regional  Vice-President,  RD  4,  Box 

190,  Juniata  Gap,  Altoona  16601  - (814)  942-1987 

Mrs.  Earle  R.  Davis,  Western  Regional  Vice-President,  109 

Woodshire  Dr.,  Pittsburgh  15215  - (412)  782-1370 

Mrs.  Michael  J.  Prendergast,  Treasurer,  930  Upland  Rd.,  York 

17403  - (717)  843-8378 

Mrs.  W.  Daniel  Foster,  Recording  Secretary,  433  Ridge  Rd., 
Greensburg  15601  (412)  834-0650 

Mrs.  Stephen  J.  Herceg,  Financial  Secretary,  674  St.  Johns  Dr., 
Camp  Hill  17011  - (717)  737-2362 

Mrs.  John  V.  Blady,  Speaker,  House  of  Delegates,  2009  Stone 
Ridge  Ln„  Villanova  19085  - (215)  LA5-0532 
Mrs.  Joseph  E.  Green  III,  Corresponding  Secretary,  833  Walnut 
Ln„  Carlisle  17013  - (717)  243-3905 

Mrs.  William  G.  Ridgway,  Parliamentarian,  102  S.  9th  St.,  Akron 
17501  - (717)  859-1877 

Mrs.  John  S.  Parker,  Immediate  Past  President,  Apple  Hill,  RD  6, 
Box  510,  Latrobe  15650  - (412)  539-4491  - 1989 

District  Councilors 

First  District  - Mrs.  Michael  P.  Brignola,  377  Trevor  Ln.,  Bala 
Cynwyd  19004  (215)  839-1817 


Second  District  - Mrs.  Robert  Wasko,  3931  Lilac  Rd.,  Allentown 
18103  - (215)  434-1857.  Councilor-Elect,  Mrs.  James  A.  Sheets, 
1376  Highland  Court,  Allentown  18103  - (215)  437-1125 
Third  District  - Mrs.  Donald  H.  Smith,  90  Sutton  Place,  Easton 
18042  -(2 15)  252-0451 

Fourth  District  - Mrs.  Nicholas  Spock,  300  N.  Shamokin  St., 
Shamokin  17872  (717)  644-0088.  Councilor-Elect,  Mrs.  John 
Modarress,  1915  Mahantongo  St.,  Pottsville  17901  - 
(717)  622-0182 

Fifth  District  - Mrs.  Paul  F.  Kase,  6411  Devonshire  Heights  Rd., 
Harrisburg  17111  - (717)  545-0400 

Sixth  District  - Mrs.  George  E.  Fleming,  Oak  Knoll,  Hollidaysburg 
16648  - (814)  695-6238.  Councilor-Elect,  Mrs.  James  M.  O’Leary, 
126  Clover  Dr.,  Hollidaysburg  16648  - (814)  696-3444 
Seventh  District  - Mrs.  Charles  Wasilewski,  1304  Colonial  Ct.,  RD 
3,  Montoursville  17754  - (717)  326-1206 

Eighth  District  - Mrs.  Mehdi  Zadeh,  4520  Upland  Dr.,  Erie  16509  - 
(814)  866-0787.  Councilor-Elect,  Mrs.  John  J.  DeMarco,  1840  S. 
Shore  Dr.,  Erie  16505  - (814)  459-8150 
Ninth  District  - Mrs.  William  Ferrucci,  RD  1,  Box  48, 

Punxsutawney  15767  (814)  938-2137 

Tenth  District  - Mrs.  Lawrence  Marcella,  108  Valhalla  Dr.,  New 
Castle  16105  (412)  658-8662.  Councilor-Elect,  Mrs.  Ronald  W. 
Chludzinski,  124  Penn  Lear  Dr.,  Monroeville  15146  - 
(412)  372-0230 

Eleventh  District  - Mrs.  Roldan  G.  Medina,  154  Brandywine  Rd., 
Uniontown  15401  - (412)  437-6143 

Twelfth  District  - Mrs.  Daniel  Lovrinic,  Council  Crest  Park,  RD  1 , | 
Hazleton  18201  - (717)  454-7191.  Councilor-Elect,  Mrs.  Norman 
Schulman,  305  Sylbert  Dr.,  Kingston  18704  - (717)  287-3513 


Arlene  C.  (Mrs.  Robert  D.)  Oyler,  Executive  Administrator,  20  Erford  Rd.,  Lemoyne  17043  - (717)  763-7151 


A HELPING  HAND 
FOR  THE  TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of  aging 
All  take  their  toll  on  the  medical  community. 

But  there’s  help— through  the  Impaired  Physician  Program  of  the  Pennsylvania 


Medical  Society.  The  prog 
treatment  agencies  . . . 
and  compassionate  follow- 
up throughout  the  reha- 
bilitation process. 

All  efforts  are  voluntary 
and  strictly  confidential. 

If  you  need  help— or 
know  someone  who  does 
—call  the  Impaired 
Physician  Hotline:  (717) 
763-7937. 


offers  peer  support  . . . 


W 


referral  to  professional 

To  learn  more  about  the 
Impaired  Physician 
Program,  write:  Impaired 
Physician  Program, 
Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 
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Pennsylvania  Medical  Society  Membership  Benefits 
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appointment  to  commissions,  committees 
and  councils;  election  to  office;  the  right 
to  vote 

Group  insurance  programs: 

Professional  liability  insurance 
Disability  income 
Business  overhead  expense 
Accidental  death  and  dismemberment 
Individual  life  insurance 
Group  life  insurance  for  professional 
corporations 
Worker’s  compensation 


Personal  Liability  Umbrella 
Business  Casualty  Package 
Memberloan  program 
Credit  Union 

Pennsylvania  Medical  Care  Foundation 
PRO  information 

Legal  opinions  on  medical-legal  questions 
Counsel  on  questions  of  medical  ethics 
Peer  review  on  request  in  disputes 
involving  third  parties 
Input  on  legislative  matters  through  an 
effective  lobby 


Medical  staff  bylaws  information 
Pennsylvania  Medicine 
Physician  Placement  Service 
Pennsylvania  Medical  Political  Action 
Committee 

Public  relations  counsel 

Health  education  pamphlets 

Medical  Benevolence  Fund 

Medical  Education  Resource  Center 

Educational  Fund 

Computer  Counseling 

Practice  Management  Seminars 


PMS  and  AMA  Membership  Categories 


1 . Medical  Student 

Students  enrolled  in  an  accredited  medical 
school  program.  They  may  join  the  county, 
but  it  is  not  required. 

(Full  Dues— January  1 through  June  30) 
(Half  Dues— July  1 through  November  1) 
Dues: 

PMS  Full— $ 5.00  PMS  Half— $ 2.50 
AMA  Full— $20.00  AMA  Half— $10.00 

2.  Resident  (First  year  of  postgraduate  study) 
Any  resident  who  has  just  graduated  from 

an  accredited  medical  school  and  is  serving 
in  an  approved  training  program,  the  PMS  will 
I reimburse  the  county  10  percent  of  their  an- 
nual assessment.  The  free  membership 
would  begin  as  soon  as  possible  upon  accep- 
tance into  residency  and  continue  until  De- 
cember 31  of  the  next  year. 

Dues: 

PMS— Dues  Exempt 

AMA  Full— $45.00  AMA  Half— $22.50 

3.  Resident  (After  first  year  post  graduate 
study) 

Any  resident  who  is  serving  in  an  approved 
training  program  and  has  not  just  graduated 
from  medical  school.  This  would  include  a 
physician  who  after  graduating  from  medical 
school  did  not  immediately  begin  a residency 
program. 

(Full  dues — January  1 through  June  30) 
(Half  Dues— July  1 through  November  1) 
Dues: 

PMS  Full— $27.50  PMS  Half— $13.75 
AMA  Full— $45.00  AMA  Half— $22.50 

4.  Active  (Newly  Licensed) 

Physicians  who  have  just  been  licensed  to 
practice  medicine  in  the  state  of  Pennsylva- 
nia and  are  not  in  a training  program.  This 
would  include  physicians  who  have  previ- 
ously been  licensed  to  practice  medicine  in 
another  state.  This  free  membership  would 
begin  at  the  time  the  physician  was  initially 
: granted  his  license  and  continue  to  the  end  of 
the  first  full  calendar  year  of  practice.  The 
AMA  does  not  give  any  dues  reduction  based 
on  licensure.  The  physician  may  qualify  for  a 
: dues  reduction  under  another  classification. 
Dues: 

PMS— Dues  Exempt 


5.  Active  (First  Year  in  Practice) 

Active  members  in  their  first  full  calendar 
year  of  practice  following  completion  of  a 
training  program  pay  half  dues  for  this  year.  If 
they  join  after  completing  a residency  in  June 
they  pay  'I*  dues,  and  they  get  a half  dues 
reduction  for  the  following  full  year. 

(Half  Dues— January  1 through  June  30) 
(’/4  Dues — July  1 through  November  1;  V2 
dues  for  next  full  succeeding  year) 

Dues: 

PMS  Full— $137.50  V4— $68.75 
AMA  Full— $165.00  Half— $82.50 


Example: 

Date  joined  1/83 
Dues  for  1983 
are  $ 68.75 
Dues  for  1984 
are  $275.00 


Date  joined  7/83 
Dues  for  1983 
are  $137.50 
Dues  for  1984 
are  $137.50 


6.  Active  (Second  Year) 

Active  members  in  their  second  full  calen- 
dar year  of  practice  are  given  a dues  reduc- 
tion. 

(3/4  Dues— January  1 through  June  30) 
(Half  of  3/4  Dues— July  1 through  November 
1;  3/4  dues  for  next  full  succeeding  year) 
Dues: 

PMS— $206.25  PMS  Half  of  3/4— $103.13 
*AMA  Full— $248.00  AMA  Half— $124.00 
’indicates  reduced  rate 


7.  Full  Active 

Any  physician  who  holds  or  is  eligible  to 
hold  any  unrestricted  license  to  practice  med- 
icine in  the  state  of  Pennsylvania. 

(Full  Dues — January  1 through  June  30) 
(Half  Dues— July  1 through  November  1) 
Dues: 

PMS  Full— $275.00  PMS  Half— $137.50 
AMA  Full— $330.00  AMA  Half— $165.00 

8.  Senior  Active 

Any  physician  who  is  65  years  old  before 
January  1 and  has  at  least  30  years  of  contin- 
uous membership. 

Dues: 

PMS— $137.50 

AMA— $330.00  (unless  retired) 

AMA  Retired— dues  exempt 


AMA  Full— $330.00  AMA  Half— $165.00 


Example:  Date  joined  anytime  in  1983 
Dues  exempt  for  1983  and  1984 


9.  Associate 

Any  physician  who  is  70  years  old  before 
January  1 and  has  at  least  30  years  of  contin- 
uous membership 
Dues:  PMS  options  listed  below 
AMA— dues  exempt 
Associate  before  1983  dues  exempt 
Associate  after  1983  = $275.00  one  time 
lifetime  assess- 
ment 

or  = $ 27.50  paid  yearly 
or  = Dues  exempt  with 
no  PMS  mailings 
received 

10.  Affiliate 

A physician  not  engaged  in  active  practice 
within  the  county  society.  Listed  below  are  the 
reasons  for  affiliate  membership. 

(a)  Members  of  National  Medical  Society  of 
foreign  countries; 

(b)  American  physicians  whether  or  not  li- 
censed to  practice  medicine  and  surgery  in 
Pennsylvania  engaged  in  missionary  or  phil- 
anthropic labors; 

(c)  Full-time  teachers  of  medicine  or  the  arts 
and  sciences  allied  to  medicine  who  are  not 
holders  of  an  unrestricted  license  to  practice 
medicine  in  Pennsylvania; 

*(d)  Physicians,  whether  or  not  fully  licensed 
to  practice  medicine  in  Pennsylvania,  who 
are  retired  from  active  practice;  must  be  over 
65  for  AMA  dues  reduction. 

(e)  Physicians  in  active  practice  who  move 
out  of  the  Commonwealth  if  they  maintain  ac- 
tive membership  in  a county  society  and  state 
society  in  their  new  resident  state; 

(f)  Physicians  not  fully  licensed  to  practice  in 
Pennsylvania  who  are  engaged  in  research  or 
administrative  medicine  in  Pennsylvania. 

Dues:  PMS— $27.50 

AMA— $330.00  except  dues  exempt  where 
indicated  by  * 

11.  Disability 

A physician  who  is  unable  to  practice  medi- 
cine because  of  illness. 

Dues:  PMS— Dues  exempt 
AMA— Dues  exempt 

12.  Military 

A physician  who  is  temporarily  fulfilling  a 
military  obligation  (four  years  or  less). 

Dues:  PMS — Dues  exempt 
AMA— Full— $220.00  Half— $110.00 
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physicians  in  the  news 


<« 


Shown  above  from  left  are  Edward  N.  Hanley  Jr.,  MD;  Peter  A.  Keblish,  MD;  William  T. 
Green  Jr.,  MD;  Henry  H.  Sherk,  MD;  B.  David  Grant,  MD;  and  John  R.  Gregg,  MD,  the  1985 
officers  of  the  Pennsylvania  Orthopaedic  Society.  The  physicians  took  office  during  the 
society's  recent  meeting  in  Pittsburgh.  Dr.  Green  is  president,  Dr.  Keblish  is  first  vice 
president,  Dr.  Hanley  is  second  vice  president,  and  Dr.  Sherk  is  immediate  past  presi- 
dent. Dr.  Gregg  is  secretary/treasurer,  and  Dr.  Grant  serves  as  historian.  The  society’s 
spring  meeting  will  be  held  at  the  Sonesta  Beach  Hotel,  Bermuda,  April  25-27,  1985. 


Retiring  internist  Herbert  K.  Cooper 
Jr.,  MD,  was  honored  for  his  decade  of 
service  to  the  Lancaster  Chapter  of  the 
American  Diabetes  Association  at  the 
first  lecture  in  a series  bearing  his 
name.  Dr.  Cooper,  who  served  as  direc- 
tor of  Lancaster  General  Hospital’s  dia- 
betes clinic,  has  advised  the  local  diabe- 
tes association  since  it  was  founded. 


George  B.  Davis,  MD,  was  honored  for 
outstanding  service  and  dedication  by 
the  Health  Systems  Agency  of  North- 
east Pennsylvania.  A founding  member 
of  the  agency,  Dr.  Davis  has  served  on 
its  board  of  directors  since  1980.  He  is  a 
member  of  the  Northern  Luzerne  Area 
Health  Council  and  is  chief  of  staff  at 
Nesbitt  Memorial  Hospital. 


The  Greenville  Hospital  medical  staff 
awarded  a scholarship  to  Mark  R.  Kel- 
ler, a fourth  year  student  at  Bowman 
Gray  School  of  Medicine,  Winston- 
Salem,  North  Carolina.  Paul  J.  Dowdell, 
MD,  president  of  the  medical  staff,  pre- 
sented the  $1,500  award,  which  is  given 
annually  to  a student  in  the  medical 
field. 

Linda  Granath,  MD,  a second  year  fam- 
ily practice  resident  at  Abington  Memo- 
rial Hospital,  recently  was  honored 
with  a humanitarianism  award  by  Phil- 
adelphia County  Medical  Society.  Dr. 
Granath  received  the  award  for  her 
work  with  a terminally  ill  Glenside  man 
who  asked  to  be  allowed  to  spend  the 
last  few  months  of  his  life  at  home  with 
his  wife.  Dr.  Granath’s  willingness  to 
make  frequent  housecalls  allowed  the 
patient’s  request  to  be  granted. 

Huntingdon  County  Medical  Society 
honored  two  physicians  for  50  years  of 
medical  service.  They  are  Chester  L. 
Isenberg,  MD,  Saxton;  and  Donald  C. 
Malcolm,  MD,  Alexandria. 


William  Y.  Rial,  MD,  Swarthmore,  was 
a participant  at  the  annual  Pocono  Con- 
ference on  Health  Care.  The  conference, 
which  is  sponsored  each  year  by  Blue 
Cross  of  Northeastern  Pennsylvania 
and  Pennsylvania  Blue  Shield,  is  held  to 
discuss  current  health  issues. 

Mary  O.  Gabrielson,  MD,  Gladwyne,  re- 
ceived the  Service  Award  of  the  Family 
Planning  Council  of  Southeastern  Penn- 
sylvania at  the  group’s  recent  annual 
meeting  in  Philadelphia.  Dr.  Gabrielson 
is  assistant  professor  of  obstetrics  and 
gynecology  at  Medical  College  of  Penn- 
sylvania. She  is  a member  of  the  Associ- 
ation of  Planned  Parenthood  Physi- 
cians and  a fellow  of  the  American 
College  of  Obstetricians  and  Gynecolo- 
gists. 

William  E.  Staas  Jr.,  MD,  president  of 
medical  director  of  Magee  Rehabilita- 
tion Hospital,  Philadelphia,  has  been 
elected  vice  president  of  the  American 
Congress  of  Physicial  Mec:  ine  and  Re- 
habilitation. Dr.  Staas  is  professor  of  re- 
habilitation medicine  at  Jefferson. 


Pearl  G.  McNall,  MD,  recently  received 
the  Art  Pall  an  Humanitarian  Award, 
given  in  recognition  of  her  outstanding 
community  volunteer  work.  The  award 
was  presented  during  a celebration  din- 
ner benefiting  the  Myasthenia  Gravis 
Association  of  Western  Pennsylvania. 
Dr.  McNall  is  clinical  assistant  profes- 
sor of  anesthesiology  at  University  of 
Pittsburgh.  She  serves  as  a consultant 
to  the  Myasthenia  Gravis  Clinic  of 
Western  Pennsylvania. 

James  G.  Bassett,  MD,  Havertown,  has 
been  selected  for  nomination  as  an  hon- 
orary life  member  of  the  board  of  direc- 
tors of  the  American  Cancer  Society. 
The  society  also  awarded  Dr.  Bassett 
the  National  Divisional  Bronze  Medal 
for  outstanding  contributions  to  cancer 
control.  Dr.  Bassett  is  chairman  of  the 
department  of  surgery  at  Medical  Col- 
lege of  Pennsylvania. 


Three  generations  of  a Philadelphia 
family,  all  physicians,  were  honored  by 
the  National  Italian  American  Founda- 
tion. The  foundation,  which  promotes 
the  contributions  of  Italians  living  in 
the  United  States,  recognized  the  ac- 
complishments of  Patrick  S.  Pas- 
quariello  Sr.,  MD;  Patrick  S.  Pas- 
quariello  Jr.,  MD,  and  Carol  Ann 
Pasquariello,  MD.  Dr.  Pasquariello  Sr. 
is  a consultant  in  internal  medicine  at 
St.  Joseph's  Hospital.  Dr.  Pasquariello 
Jr.  serves  as  associate  professor  of  pedi- 
atrics at  The  Children’s  Hospital  of 
Philadelphia,  and  Dr.  Carol  Pasquariello 
is  a third  year  pediatric  resident  at  The 
Children’s  Hospital. 


Albert  Pizzica,  MD,  recently  was  cho- 
sen to  serve  a two  year  term  as  presi- 
dent elect  of  the  Pennsylvania  Perinatal 
Association.  He  will  become  president 
in  1986.  Dr.  Pizzica  directs  the  depart- 
ment of  pediatrics  and  the  department 
of  neonatology  at  Episcopal  Hospital,  ' 
Philadelphia. 


William  Buchheit,  MD,  Philadelphia, 
has  been  elected  a corresponding  mem-  i 
ber  of  the  German  Society  of  Neurosur- 
gery. Dr.  Buchheit,  professor  and  chair- 
man of  neurosurgery  at  Temple 
University  School  of  Medicine,  has 
gained  recognition  for  his  use  of  surgi- 
cal techniques,  particularly  in  the  man- 
agement of  acoustic  neuromas. 
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LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  University 

Broad  & Vine  Streets,  Philadelphia,  Pennsylvania  19102 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of 
the  current  status  of  Clinical  Cardiology  . . . 


Wednesday,  February  6,  1985 
3 p.m. 

Pacemakers 

Moderator:  Scott  R.  Spielman,  M.D. 


Case  Presentation/Bruno  Manno,  M.D. 

Indications,  Advantages  of  Physiologic  Pacemakers  (DDD  Pacemakers)M//an  M.  Greenspan,  M.D. 

Are  Other  Than  the  Universal  DDD  Pacing  Modes  Obsolete?/5cott  R.  Spielman,  M.D. 

Treatment  of  Supraventricular  Tachycardia  Using  Implanted  Antitachycardia  Pacemakers /Leonard  N.  Horowitz,  M.D. 
Treatment  of  Ventricular  Tachycardia  Using  Implanted  Antitachycardia  Pacemakers:  Efficacy  and  Limitations /Allan 
M.  Greenspan,  M.D. 


• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION 
REQUIRED  • CME  CATEGORY  I CREDITS  CERTIFIED  • 

• WINE  & CHEESE  • 

For  further  information  please  call  (215)  448-8063 


PRE-REGISTER  NOW 

MEDICLINICS 

POSTGRADUATE  MEDICAL  REFRESHER  COURSE 

FORT  LAUDERDALE,  FLORIDA 

MARCH  4 - MARCH  15,  1985 

PRACTICAL  UPDATE  FOR  PRIMARY  CARE  PHYSICIANS 

50  CATEGORY  1 CREDIT  HOURS 

LIMITED  25  CREDIT  ONE  WEEK  COURSE  AVAILABLE 

This  program  has  been  reviewed  and  is  acceptable  lor  50  Prescribed  Hours  by  the  American  Academy  ol  Family  Physicians.  As  an  organi- 
zation accredited  lor  continuing  medical  education,  the  Florida  Academy  ot  Family  Physicians  designates  this  program  as  meeting  the 
criteria  tor  50  credit  hours  in  Category  1 ot  the  Physician's  Recognition  Award  o!  the  American  Medical  Association  This  program  also  is 
acceptable  lor  50  Mandatory  hours  by  the  Florida  Medical  Association. 

PRE-REGISTRATION  — $450.00 

(UNTIL  FEBRUARY  15,  1985) 

FOR  INFORMATION  CONTACT:  MEDICLINICS 

2917  South  Ocean  Blvd  . Suite  905 
Highland  Beach.  Florida  33431 
(305)  272-8973 

EXCELLENT  FACULTY,  PEAK  OF  WINTER  SEASON 

CHOICE  OF  300  HOTELS  & MOTELS 


new  members 


ADAMS  COUNTY 

Lon  D Woods.  MD.  Orthopaedic  Surgery,  455  S Washington  St.,  Gettysburg  17325 

ALLEGHENY  COUNTY 

Jehad  Y.  Asfoura,  MD,  Internal  Medicine,  231  S Mathilda  Street.  #7,  Pittsburgh  15224 
Robert  E.  Blackburn,  MD,  Family  Practice,  St  Margaret  Mem  Hospital,  815  Freeport  Rd, 
Pittsburgh  15215 

Peggy  S Braasch,  5920  Walnut  Street,  Apt  302,  Pittsburgh  15232 
Bradley  J Bradford,  MD,  Pediatrics,  739  Chautauqua  Street,  Pittsburgh  15214 
Phyllis  A Bragg,  MD,  Emergency  Medicine,  302  Fox  Chapel  Rd.,  Apt  207,  Pittsburgh, 
15238 

Janet  M Buczkowski,  MD.  Pediatrics,  125  DeSolo  Street,  Pittsburgh  15261 
Gary  H Carl,  MD,  Urology,  6395  Stanton  Avenue,  Pittsburgh  15206 
Cynthia  G Carzo,  MD,  Pediatrics,  5814  Walnut  Street,  Pittsburgh  15232 
Matthew  A Casimo,  MD,  Internal  Medicine,  5530  Fifth  Avenue  #1-A,  Pittsburgh  15232 
Kevin  A Chaitoff,  MD,  Anesthesiology,  1 Bayard  Rd.,  Apt  2,  Pittsburgh  15231 
Howard  C Cohn.  MD,  Ophthalmology,  401  Shady  Avenue.  Apt  503-D,  Pittsburgh  15206 
Daniel  J Cole,  MD,  General  Surgery,  231  McKinney  Road.  Wexford  15090 
Randall  C Cook,  MD,  Internal  Medicine.  1400  Locust  Street,  Pittsburgh  15219 
Richard  B Councell,  MD.  Obstetrics/Gynecology,  821  Heberlon  Street,  Pittsburgh  15206 
Frederick  W Crock,  MD,  Cardiovascular  Diseases.  1070  Medical  Bldg  , 1501  Locust 
Street,  Pittsburgh  15219 

Larry  A Dobkin,  MD,  Internal  Medicine,  3755  Library  Road,  Pittsburgh  15234 
Douglas  A Dunham.  DO,  Anesthesiology,  127  E Lincoln  St.,  McDonald  15057 
Marie  A Ganott,  MD,  Nuclear  Medicine,  1713  Hathaway  Lane,  Pittsburgh  15241 
Samuel  Greenlee,  MD,  Family  Practice,  815  Freeporl  Rd  . Pittsburgh  15215 
Suzanne  J Griffin,  MD,  Psychiatry,  3811  O'Hara  St.,  Pittsburgh  15213 
Paul  Himelfarb.  MD,  Internal  Medicine,  3437  Fifth  Avenue,  Apt  606,  Pittsburgh  15213 
Fonda  Hollenbaugh,  MD.  Family  Practice,  815  Freeporl  Road,  Pittsburgh  15215 
Margaret  F.  Jensvold,  MD,  Psychiatry,  407  Dennislon  Avenue,  #3,  Pittsburgh  15206 
James  J Kerrigan,  MD,  Internal  Medicine,  331  Ridge  Point  Circle,  #24,  Bridgeville  15017 
Paul  M Kiproff,  MD.  Diagnostic  Radiology,  258  Shady  Avenue,  #4,  Pittsburgh  15206 
Kenneth  J.  Levin.  MD,  Internal  Medicine,  5836  Fifth  Avenue,  #5,  Pittsburgh  15232 
Matthew  T,  McKenna,  MD,  Family  Practice,  815  Freeporl  Road,  Pittsburgh  15215 
Richard  N.  McQuigg,  MD,  Internal  Medicine,  4800  Friendship  Avenue,  Pittsburgh  15224 
Cheryl  M Mitchell,  MD,  Internal  Medicine,  Ten  Allegheny  Center,  Apt.  502,  Pittsburgh 

15212 

Mark  W.  Morrissey,  MD,  Family  Practice,  815  Freeport  Road,  Pittsburgh  15215 
Stephen  G Read.  MD,  Family  Practice,  902  S.  Park  Avenue,  Glenshaw  15116 
Peter  M Ripley,  MD,  Family  Practice,  St  Margaret  Mem  Hosp Dept  FP,  815  Freeport 
Road,  Pittsburgh,  15215 

J Alan  Robertson,  MD,  103  Dorman  Drive,  Elizabeth  15037 
Pedro  Rodriguez,  MD,  Pediatrics,  2708  Brownsville  Road,  Pittsburgh  15227 
Michael  R Sayre,  MD,  Emergency  Medicine,  1443  Parkview  Road,  Allison  Park  15101 
Charles  M,  Shufflebarger,  MD,  Emergency  Medicine,  Allegheny  General  Hosp  , 

Pittsburgh  15222 

Andrew  M Silverstein,  MD,  Diagnostic  Radiology,  1400  Locust  Street,  Dept  of 
Radiology,  Pittsburgh  15219 

Eddie  L Smith,  MD,  Family  Practice,  Forbes  Family  Practice.  Haymaker  Road. 
Monroeville  15146 

Diane  M Sober,  MD,  Obstetrics/Gynecology,  403  Denniston  Avenue,  Pittsburgh  15206 
Sirivella  Srikrishna,  MD,  Thoracic  Surgery,  532  S.  Aiken  Avenue,  Suite  400,  Pittsburgh 
15232 

Joseph  J Stambouly,  MD,  Pediatrics,  6339  Marchand  Street,  Apt  #6,  Pittsburgh  15206 
Meredith  D.  Stempel,  MD,  Internal  Medicine,  3437  Fifth  Avenue,  Apt.  206,  Pittsburah 

15213 

Charles  F.  Sturm  Jr.,  MD,  Family  Practice,  Forbes  Regional  Health  Ctr , Family  Practice 
Center,  Monroeville  15146 

Barbara  E.  Swan,  MD,  Physical  Medicine/Rehabilitation,  D T Watson  Rehab  Hospital, 
Camp  Meeting  Road,  Sewickley  15143 

Luis  Vaccarello,  MD,  Obstetrics/Gynecology,  6399  Stanton  Avenue,  Pittsburgh  15206 
Thomas  R.  Walsh,  MD,  General  Surgery,  9 Hawthorne  Road,  Pittsburgh  15221 
John  C Watson,  MD,  Pediatrics,  2315  Eldridge  Street,  Pittsburgh  15217 
Brenda  A Williams,  MD,  Family  Practice,  815  Freeport  Road,  Pittsburgh  15215 
Shun  C Ying,  MD,  Internal  Medicine.  3471  Fifth  Avenue,  Pittsburgh  15213 
Benson  L Zoghlin,  MD,  Family  Practice,  815  Freeport  Road,  Pittsburgh  15215 

BEAVER  COUNTY 

Craig  W Curtis.  MD,  Family  Practice,  1601  10th  Avenue,  Beaver  15009 
Michael  L Lustbader,  MD,  Urology,  214  Woodview  Dr,  Beaver  15009 
Juliana  G Szakacs,  MD,  Family  Practice.  239  Wayne  Street,  Beaver  15009 

BERKS  COUNTY 

Antonio  S.  Garcia,  MD.  Box  185,  Hamburg  19526 

William  G Kussmaul,  MD,  Cardiovascular  Diseases,  4329  Larchwood  Avenue, 

Philadelphia  19104 

Alan  P.  Levine.  MD,  Internal  Medicine,  1400  Ridge  Avenue,  A-208,  Reading  19607 


BLAIR  COUNTY 

Santhamma  Kurian,  MD,  Pathology.  R D 1 Box  536,  Duncansville  16635 
Lunda  E Weaver,  MD,  Family  Practice,  PO  Box  247,  Martinsburg  16662 

BRADFORD  COUNTY 

David  S Engelhardt,  MD,  Internal  Medicine,  705  Welles  Avenue,  Athens  18810 

BUCKS  COUNTY 

Joyce  A Harlin,  MD,  Radiology,  21 1 Penn  View  Drive,  Pennington  08534 
Eugene  H Hunt,  MD,  Diagnostic  Radiology.  Doylestown  Hospital,  Dept  of  Radiology, 
Doylestown  18901 

Diana  M Hutchings,  MD,  Diagnostic  Radiology,  69  Hillcrest  Road,  Quakertown  18951 
John  S Missanelli,  DO,  Obstetrics/Gynecology.  201  Woolston  Drive,  Morrisville  19067 
Varun  Saxena,  MD,  Cardiovascular  Diseases,  225  Newton  Road,  Warminster  18974 
Richard  L Turner,  DO,  Obstetrics/Gynecology,  201  Woolston  Dr , Ste  2B,  Morrisville 
19067 

BUTLER  COUNTY 

Prem  Kumar,  MD,  Internal  Medicine,  131  E Cunningham  St.,  Butler  16001 

CHESTER  COUNTY 

Donald  A Abrams,  MD,  Internal  Medicine,  212  Woodland  Drive,  Downingtown  19335 

CLARION  COUNTY 

Felmo  V Barnes,  MD,  Pediatrics.  246  S Seventh  Ave  , Clarion  16214 

CRAWFORD  COUNTY 

Mark  R Foster,  MD,  Orthopaedic  Surgery,  766  Liberty  Street,  Meadville  16335 

CUMBERLAND  COUNTY 

Stuart  A Merl,  MD,  Hematology,  804  Belvedere  Street,  Carlisle  17013 
John  B Sabol,  MD,  General  Practice.  510  S College  St.,  Carlisle  17013 

DAUPHIN  COUNTY 

Robert  V Clampitt,  MD,  Family  Practice,  Polyclinic  Hosp  Med  Ctr  , Harrisburg  17105 
Laurel  A Femer.  MD,  Ophthalmology,  #55  University  Manor,  Hershey  17033 
Richard  A Joyce,  MD,  Family  Practice,  1072-D  Michigan  Drive,  Harrisburg  17111 
William  McAndrew,  MD,  Psychiatry,  303  Hallmark  South,  Hershey  17033 
Mukul  L Parikh,  MD,  Anesthesiology.  Uptown  Professional  Bldg  , 2645  N Third  St.,  Ste 
201,  Harrisburg  17110 

Michael  E Robbins,  MD,  Internal  Medicine,  2702  Pmeford  Drive,  Middletown  17057 
David  M Schalk,  MD,  Anesthesiology,  561  W Chocolate  Avenue.  Hershey  17033 
Jon  L Vickery,  MD,  Neurology,  3300  Trmdle  Road,  Camp  Hill  17011 

DELAWARE  COUNTY 

Steven  A Katz.  MD,  Lansdowne  Ave  & Baity  Road,  Darby  19023 
Mary  L Patton,  MD,  General  Surgery,  Crozer  Chester  Medical  Ctr , Suite  408,  Chester 
19013 

ERIE  COUNTY 

Howard  A Nadworny,  MD,  Infectious  Diseases,  2314  Sassafras  Street.  Ste  20,  Erie 
16502 

Carol  A Rosenberg,  MD,  Internal  Medicine,  104  E Second  Street,  Erie  16507 

FRANKLIN  COUNTY 

Calvin  B Early,  MD,  Neurological  Surgery,  764  Lincoln  Way  East,  Chambersburg  17201 

LACKAWANNA  COUNTY 

Phillip  A Boccagno,  MD,  Internal  Medicine,  19-7  Hamilton  Terrace.  Box  159  Clarks 
Summit  1841 1 

Carl  J.  Possanza,  MD,  Internal  Medicine,  320  Front  Street,  Jessup  18434 

LANCASTER  COUNTY 

Edmund  P Garvey,  MD,  Anesthesiology,  401  Chownmg  Place,  Lancaster  17601 
Ellen  M George,  MD,  Family  Practice,  Lancaster  Gen  Hosp  . Dept  FP,  555  N Duke 
Street,  Lancaster  17603 

James  E Heffern,  MD,  Physical  Medicine/Rehabilitation,  Millersville  University,  Witmer 
Infirmary,  Millersville  17551 

Kee  C Lee,  MD,  Thoracic  Surgery,  555  N Duke  Street,  Lancaster  17603 
Robert  W Niegisch,  MD,  Family  Practice,  Lancaster  General  Hosp  . 555  N Duke  St.. 
Lancaster  17603 

William  D Roberts,  MD,  Family  Practice,  10'  Abbeyville  Road,  Lancaster  17603 

LAWRENCE  COUNTY 

Philip  G Wagman,  MD,  555  N Duke,  Lancaster  17603 

Continued. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Ofsf  u rf*  U.ty  1/  a>,  rr  Ij  I.  y ill  h‘ 
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William  J.  Carey,  Raymond  J.  Nolen,  Eugene  P.  Ziemba,  Robert  Zucosky, Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  Pennsylvania  19462,  215/825-6800 
R.  Grant  Stewart,  Ned  Wells,  Donald  C.  Hoffman,  David  M.  Gusic, Suite  350.  Manor  Oak  One,  1910  Cochran  Road,  Pittsburgh,  Pennsylvania  15220,  412/531-4226 
Lester  R.  Wilson,  Joseph  Pulcini,  Jr.,  Suite  125  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  Pennsylvania  18104,  215/395-8888 
Sidney  B.  Elston,  1902  Market  Street,  Camp  Hill,  Pennsylvania  17011,  717/737-9900 


new  members 


LEBANON  COUNTY 

David  P Clark,  MD,  Obstetrics/Gynecology,  Third  & Willow  Streets,  Lebanon  1 7042 

LEHIGH  COUNTY 

Lisa  S,  Allen,  MD,  Internal  Medicine,  1621  Turner  Street,  Allentown  18102 
Frank  G Finch.  MD,  Internal  Medicine,  23rd  & Livingston  Sts  . Tremonl  Apts  , M2D, 
Allentown  18104 

Stephen  P Fooskas,  MD,  Internal  Medicine,  119  N 10th  Street,  Emmaus  18049 
Gregory  L.  Ilioff,  MD,  Family  Practice,  15th  & Elm  Streets,  Apt  312,  Allentown  18102 
Jamie  D Paranicas,  MD,  Internal  Medicine,  1530  Creekside  Road,  Apt  A42  Whitehall 
18052 

Jacob  H Pickle  IV,  MD,  Internal  Medicine,  1530  Creekside  Road,  Whitehall  18052 
Jack  C Rosenfeld,  MD,  Family  Practice,  13th  & Fairmont  Sts  , Spring  Ridge  Apt  K17, 
Whitehall  18052 

Wendy  J.  Rush,  MD.  Family  Practice,  2625  S.  Arch  Street,  Allentown  18103 
Jean  L.  Santo,  MD,  General  Surgery,  130  Cold  Stream  Court,  Emmaus  18049 

MIFFLIN/JUNIATA  COUNTY 

Dennis  R Bassetti,  MD,  Pulmonary  Diseases.  27  Sandy  Lane,  Lewistown  17044 

MONTGOMERY  COUNTY 

Kevin  J Allen,  MD,  Family  Practice,  7721  -A  Wagner  Way,  Elkins  Park  19117 
Jon  R Friedman.  MD,  Internal  Medicine.  1876  Woodland  Road.  Spruce  #3  Abinaton 
19001 

Ernest  F Gillan,  MD,  Family  Practice,  The  Bryn  Mawr  Hosp  , Dept  FP,  Bryn  Mawr  19010 

Jeannine  R Hahn,  MD,  General  Surgery,  191  Lowell  Terrace,  King  19406 

Bonnie  L,  Heyer,  MD,  Anesthesiology,  3411  Cresson  Street,  Philadelphia  19129 

Judy  Millspaugh,  MD,  Psychiatry,  PO  Box  1058,  Norristown  19404 

David  R.  Steinberg,  MD,  Obstetrics/Gynecology,  247  Crosshill  Road,  Pennwynne  19151 

MONTOUR  COUNTY 

K Andrew  Goler,  MD,  Neurological  Surgery,  Geisinger  Medical  Center,  Neurosurgery 
Department,  Danville  17822 

Randolph  J.  Miller,  MD,  Pediatrics,  110  Maple  Street,  Danville  17821 
David  C Richard,  MD,  Family  Practice,  Ridgeview-Eastlawn,  Box  206,  Danville  17821 
Raymond  D Roth,  DO,  Family  Practice,  301  Locust  Lane,  Danville  17821 
Richard  G.  Samaha,  MD,  Emergency  Medicine,  8 Nicholas  Avenue,  Danville  17821 
James  R,  Simcoe,  MD,  Family  Practice,  500  Pine  Street,  Apt,  6,  Danville  17821 

NORTHUMBERLAND  COUNTY 

Scott  R Kaneff,  MD,  Diagnostic  Radiology,  140  E.  Spruce  Street  Apt  H,  Selinsgrove 
17870 

PHILADELPHIA  COUNTY 

Michael  Adelman,  DO,  General  Practice,  7516  City  Line  Avenue,  Philadelphia  19151 
Saeid  Alemo-Hammad,  MD,  Neurological  Surgery,  Front  Street  & Lehigh  Ave., 
Philadelphia  19125 

Joseph  V,  Attewell,  MD,  Internal  Medicine,  2809  W.  Queen  Lane,  #404,  Philadelphia 
19129 

Diane  Barton,  MD,  Internal  Medicine,  2991  Schoolhouse  Lane,  Apt  31.  East  Chestnut 
Street,  Philadelphia  19144 

Gary  G Berger,  DO,  Physical  Medicine/Rehabilitation,  602  Westerly  Dr , Marlton  NJ 
08053 

Robert  P Berkowitz,  MD,  Obstetrics/Gynecology,  Valley  Greene  Apts  , 5720  Wissahickon 
Ave  , D-9,  Philadelphia  19144 

Robert  M Bogin,  MD,  Pulmonary  Diseases,  12-16  Letitia  Street,  Apt  503,  Philadelphia 

19106 

Jeffrey  P Bomze,  MD,  Pediatrics,  430  Drummers  Lane,  Wayne  19087 
Rhoda  E Burns.  MD,  Pediatrics,  2400  Chestnut  Street,  Philadelphia  19103 
Daniel  F Cowan,  MD,  Pathology,  Albert  Einstein  Med  Ctr , Path  , York  & Tabor  Roads, 
Philadelphia  19141 

Frank  A Delucia,  MD.  Orthopaedic  Surgery,  1000  Walnut  Street,  #1509,  Philadelphia 

19107 

Lawrence  F Eichenfield,  MD,  Pediatrics,  Childrens  Hosp,,  Dept,  Ped  , Philadelphia  19104 
David  A.  Ferenci,  MD,  Pediatrics,  242  S Hutchinson  Street,  Philadelphia  19107 
Michele  T.  Gallati,  MD,  General  Surgery,  2601  Pennsylvania  Ave  , Philadelphia  19130 
Bonnie  J,  Gardner.  DO,  Endocrinology,  6304  Sherwood  Rd.,  Philadelphia  19151 
Bruce  P Gilarsky,  MD,  Internal  Medicine,  2300  Walnut  Street.  #329  Philadelphia  19103 
Vaughan  C,  Graves,  MD,  Dermatology,  Chelbourne  Plaza,  Apt  220,  46  Township  Line 
Road,  Elkins  Park  19117 

Angel  Guerra,  MD,  Family  Practice,  145  Merrybrook  Drive,  Haverlown  19083 
Sharon  S,  Haiken,  MD,  Internal  Medicine,  169  Greenwood  Avenue,  Apt,  D-1,  Jenkintown 
19046 

Palti  J Herling,  MD,  Radiology,  608  Greythorne  Rd  , Wynnewood  19096 
Teh  I Ho,  MD,  Pathology,  246  W Upsal  Street,  Apt  A-204,  Philadelphia  19119 
Lai-Har  L,  Huen,  MD,  Neurology,  5450  Wissahickon  Ave.,  #309,  Philadelphia  19144 
Stephen  C Jaffe,  MD,  Radiology,  2149  Bromley  Common,  Holland  18966 
Edwin  M,  Johnson,  MD,  Internal  Medicine,  5450  Wissahickon  Avenue,  Apt,  823, 
Philadelphia  19144 

Naren  Kansal,  MD,  Neurological  Surgery,  7400  Roosevelt  Blvd  , D-104,  Philadelphia 
19152 

Martin  J Kessler,  MD,  Family  Practice,  3002  Holme  Avenue,  Philadelphia  19136 
Man  Kinori,  MD,  Internal  Medicine,  811  W.  69th  Avenue,  Philadelphia  19126 
Phillip  M Kofsky,  MD,  General  Surgery,  309  Birch  Drive,  Lafayette  Hill  19444 


Jay  R Kostman,  MD,  Internal  Medicine,  2300  Walnut  Street,  Apt  227  Philadelphia 
19103 

Benjamin  Krevsky,  MD,  Gastroenterology,  Temple  University  Hospital.  3401  N Broad 
Street,  Philadelphia  19140 

Kathleen  A Lavorgna,  MD,  General  Surgery,  117  Colonial  Avenue,  Haddonfield  NJ 
08033 

James  E.  Lesmck,  MD,  Neurological  Surgery,  3400  Spruce  Street,  Philadelphia  19104 
Mark  Levin,  MD,  Internal  Medicine,  5854  Drexel  Road,  Philadelphia  19131 
Ronald  M Lovin,  MD,  Internal  Medicine,  5555  Wissahickon  Ave  . Apt  #217  Philadelphia 
19144 

Joseph  A Maggioncalda,  MD,  Internal  Medicine.  620  W Chew  Avenue  Philadelphia 
19120 

Raoul  D Maizel,  MD,  Chestnut  Hill  Hospital,  Philadelphia  19118 
Susan  T Marcolina,  MD,  Internal  Medicine,  350  E Willow  Grove,  Manor  209, 
Philadelphia  191 18 

Fredric  J Matlin,  MD.  Anesthesiology.  580  Woodland  Drive,  Radnor  19087 
Roderick  S McKee,  MD,  General  Surgery,  3300  Henry  Ave  , Dept  of  Surgery, 
Philadelphia  19129 

Michael  M Millenson,  MD,  Internal  Medicine,  935  Lombard  Street,  #301  Philadelphia 
19147 

Jeffrey  L Miller,  MD,  Internal  Medicine,  Hahnemann  University  M S , 426,  230  N Broad 
Street,  Philadelphia  19102 

Ritamarie  Moscola,  MD,  Pediatrics,  Hahnemann  Med  Coll  Hosp  , Broad  & Vine  Streets, 
Philadelphia  19103 

Thach  N Nguyen,  MD,  Internal  Medicine,  3901  Manayunk  Avenue,  Apt  #308, 
Philadelphia  19128 

Hoa  T Nguyenpho,  MD,  Internal  Medicine,  One  Graduate  Plaza,  Philadelphia  19146 
Gaddo  Onesti,  MD.  Nephrology,  Hahnemann  University  MS,  437,  Broad  & Vine  Streets. 
Philadelphia  19102 

Winifred  P Pack,  MD,  Internal  Medicine,  326  Dickinson  Street,  Philadelphia  19147 

Carmela  R Pane.  MD,  Pediatrics,  857  N 23rd  Street,  Philadelphia  19130 

Jeffrey  D Petersohn,  MD,  Internal  Medicine,  2001  Hamilton  Street,  Box  200  Philadelphi; 

19130 

Jeffrey  H Pinsk,  MD,  Internal  Medicine,  1700  Ben  Franklin  Parkway,  Philadelphia  19103 
David  S Poll,  MD,  Cardiovascular  Diseases,  Hosp  Univ  of  Pa  . Dept  Card  , Eighth  & 
Spruce  Sts,,  Philadelphia  19107 

Joel  D Pomerantz,  MD.  Internal  Medicine,  2805  N 47th  Street,  Apt  209,  Philadelphia 

19131 

Philip  A Rogoff.  MD,  Diagnostic  Radiology.  101  Mill  Creek  Road  Apt  304  Ardmore 
19003 

Beniamin  A Rosenblum,  MD,  Pediatrics,  604  S Washington  Sq  . Apt  1407  Philadelphia 
19106 

Anthony  L Rostain,  MD,  Pediatrics,  4428  Pine  St.,  Philadelphia  19104 
Jonathan  R Sachs,  MD,  Internal  Medicine,  3120  School  House  Ln  , #FC-10  Philadelphia 
19144 

Daniel  W Satariano,  MD,  Anesthesiology,  3400  Spruce  Street.  Philadelphia  19104 
Michael  P Savage,  MD,  Cardiovascular  Diseases,  717  Spruce  Street,  Apt  #3, 
Philadelphia  19107 

Jill  Schneider,  MD,  Ophthalmology,  105  Drakes  Drum  Drive.  Bryn  Mawr  19010 
James  W Shepard.  MD,  Internal  Medicine,  612  E Wadsworth  Ave  . Philadelphia  19119 
Philip  G Sih,  MD,  Obstetrics/Gynecology,  Abmgton  Mem  Hosp  , Dept  Ob-Gyn,  1200 
Old  York  Road.  Abington  19001 

C Ross  Smith,  MD,  Pediatrics,  6820  Drexelbrook  Drive,  Drexel  Hill  19026 
Trusandra  E Taylor,  MD,  Internal  Medicine,  614  W Eighth  Street,  Chester  19013 
William  J Tester,  MD,  Oncology,  1335  W Tabor  Road.  Philadelphia  19141 
Mary  B Toporcer,  MD,  Internal  Medicine.  Eighth  & Spruce  Streets,  Philadelphia  19107 
Paul  R Tourigny,  MD,  Internal  Medicine,  One  Buttonwood  Square  Box  200  Philadelphia 
19130 

Doris  F.  Tunney,  MD,  Pediatrics,  32  Narbrook  Park,  Narberth  19072 

Clinton  A Turner,  MD,  Obstetrics/Gynecology,  252  S Farragul  Street,  Philadelphia  19139 

Margo  E Turner,  MD,  Internal  Medicine,  2325  Susquehanna  Road.  Roslyn  19001 

Sue  H Winard,  MD,  Therapeutic  Radiology,  3411  Vaux  Street.  Philadelphia  19129 

SCHUYLKILL  COUNTY 

Kannappan  Mohan,  MD,  Internal  Medicine,  106  S Claude  A Lord,  Pottsville  17901 

VENANGO  COUNTY 

Pamela  S,  Shirey,  MD,  Family  Practice.  1 Spruce  Street.  Franklin  16323 

WASHINGTON  COUNTY 

Tanya  Raggio,  MD,  Pediatrics,  5434  Ellsworlh  Ave  , Pittsburgh  15232 
Anthony  J Zinobile,  MD,  Family  Practice,  155  Wilson  Avenue,  Washington  15301 

WAYNE/PIKE  COUNTY 

Robert  J Morion,  MD,  Pediatrics,  415  Park  Street,  Honesdale  18431 

WESTMORELAND  COUNTY 

Robert  L Davoli,  MD,  Family  Practice,  Latrobe  Area  Hosp  , Dept  FP,  W Second  Ave  . 
Latrobe  15650 

Joseph  M Labuda  II.  MD,  Family  Practice,  108  W Second  Avenue,  Latrobe  15650 
Benedicto  P Mariano  Jr  , MD,  Radiology,  Jeannette  Dist  Memorial  Hosp  . Jeannette 
15604 

YORK  COUNTY 

James  B Crucetti,  MD,  174-D  Dew  Drop  Road.  York  17402 

Steven  B Heird,  MD,  General  Surgery,  York  Hospital,  York  17405 

Anne  P Rogal,  MD.  Family  Practice,  253  N.  Hartley,  York  17404 

Christopher  J Zajac,  MD,  Internal  Medicine,  1001  S.  George  Street,  York  17405 
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'alium*  (diazepam 'Roche)  @ Tablets 
'alrelease  (diazepam. Roche)  (t? 

slow-release  Capsules 
njectable  Valium®-  (diazepam/Roche)  ® 

lefore  prescribing,  please  consult  complete 
iroduct  information,  a summary  of  which 
ollows: 

ndications:  Management  of  anxiety  disor- 
lers,  or  short-term  relief  of  symptoms  of  anxi- 
■ty.  Anxiety  or  tension  associated  with  the 
.tress  of  everyday  life  usually  does  not  require 
reatment  with  an  anxiolytic.  Symptomatic 
■elief  of  acute  agitation,  tremor,  impending  or 
lcute  delirium  tremens  and  hallucinosis  due 
o acute  alcohol  withdrawal:  adjunctively  in: 
elief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology:  spasticity  caused  by 
rpper  motor  neuron  disorders:  athetosis: 
stiff-man  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
is  sole  therapy.  Injectable  form  may  also  be 
jsed  adjunctively  in:  status  epilepticus:  severe 
-ecurrent  seizures:  tetanus:  anxiety,  tension 
tr  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures:  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
aeen  assessed  by  systematic  clinical  studies. 

The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age:  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use.  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy  ; advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and.  rarely,  vascular  impairment 
when  used  I.V.:  inject  slowly,  taking  at  least 
one  minute  for  each  5 mg  (1  ml)  given ; do  not 
use  small  veins,  i.e. , dorsum  of  hand  or 
wrist:  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Injectable  Valium  directly  I.V.. 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Valium*  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium*  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  lessl;  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence:  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e.,  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function:  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  2 Vi  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speecn,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEC  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia. cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets.  2 to 
10  mg  b.i.d.  to  q.i.d. ; or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets.  2 to 
10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets.  2 to  10  mg  b.i.d.  to  q.i.d.: 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2>/2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2 Vi  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium*  (diazepam/Roche) 

Valrelease*  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 
Capsules— 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I.V., 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus)’  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions. ) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  II  ml)  given.  Do  not  use 
small  veins,  i.e.,  dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask.  If  it  is  not  feasi- 
ble to  administer  Valium  directly  I.V..  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V.,  and  severe  anxi- 
ety disorders  and  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  l.V. , repeat  in  3 to  4 hours  if  neces- 
sary: acute  alcohol  withdrawal,  10  mg  I.M.  or 
I.V  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults.  5 to  10 
mg  I.M.  or  l.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses);  in  children  administer  I.V. 
slowly : for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  l.V.,  repeat  every  3 to  4 
hours  if  necessary;  in  children  5 years  or 
older.  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epilepticus,  severe  recurrent  convul- 
sive seizures  (I.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maxi- 
mum. Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days  I and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 
to  5 min.,  up  to  5 mg  (I.V.  preferred).  Children 

5 years  plus.  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  l.V.  preferred);  repeat  in  2 to  4 
hours  if  needed.  EEC  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I.V.  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure;  if  I.V. 
cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication.  10  mg  I.M.;  in  cardioversion, 

5 to  15  mg  l.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure:  employ  general  supportive 
measures,  I.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 

Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  "V"  design — 2 mg,  white;  5 mg,  yellow;  10  mg, 
blue— bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose® 
packages  of  100,  available  in  boxes  of  4 reverse- 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease,  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100;  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls.  2 ml,  boxes  of  10;  Vials, 

10  ml,  boxes  of  1 and  10  ; Tel-E-Ject®  (disposable 
syringes),  2 ml.  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol,  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


Ex  vivo  animal  brain  studies  demonstrate: 


Rapidly  bound  and  unbound 


Valium  (diazepam/Roche)  I.V. 
bound  to  receptor  at  30  seconds 
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Unbound 
at  60  minutes 
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Highest  concentrations  of 
occupied  binding  sites  after 
Valium  I.V.  administration 


Intermediate  concentrations 


Receptors  not  occupied 
by  injected  Valium 
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The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V. , 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 


A summary  of  product  information  on 
Valium  appears  on  reverse  side. 
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Note  our  distinctive  look 
2 mg  5 mg  10  mg 


The  cut  out  “V"  design  is  a 
trademark  of  Roche  Products  Inc. 
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DALAAANE  (flurazepam  HCI/Ro 
PROVIDES  ALL  THESE 
FOR  RESTF 

• Rfpasleep  onset1'6 d 
ore  total  timeaste^p^ 
for  at  least 
28  consecutive  nights2  4 
atients  usually  awake  rested  and 

refreshed79 
• Avoids  causing  early  awakenings  or 
rebound  insomnia  after  discontinuation2  5’ 10-12 
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Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping 
habits:  in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


Practice 
Made  Perfect. 


In  Navy  Medicine  the  emphasis  is  on  patients,  not  paperwork. 


As  a Navy  doctor  you  step  into  an 
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You  work  with  state-of-the-art  equip- 
ment and  the  best  facilities  available. 

Highly  trained  physician's  assistants, 
hospital  corpsmen,  nurses  and 
hospital  administrators  not  only 
provide  medical  support,  they 
attend  to  almost  all  the  paper- 
work. As  a result,  you're  free  to 
make  medical  decisions  based  solely 
on  the  needs  of  your  patients. 


Along  with  your  professional  development,  you'll  enjoy 
the  lifestyle  and  fringe  benefits  of  a Navy  officer.  Beginning 
salaries  are  competitive  with  civilian  practice  for  most 
specialists. 


To  learn  more  about  the  Navy’s  practice  made  perfect, 
send  your  curriculum  vitae  or  call: 


LT  John  M.  Jewett,  MSC,  Medical  Programs  Officer 
310  North  2nd  Street,  Harrisburg,  PA  17101;  (717)  782-3983 
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The  KODAK  EKTACHEM 
DT60  Analyzer  creates  an 
extra  service  for  your  pa- 
tients without  extra  invest- 
ment in  labor.  And  because 
it  can  pay  for  itself  in  three 
months,  it’s  a timely  invest- 
ment in  your  future. 

The  chemistry  tests 
you  need 

With  the  DT60  Analyzer 
you  perform  key  chemistry 


tests  in  your  own  office 
instead  of  using  an  out- 
side laboratory.  Available 
tests  include  glucose, 
cholesterol,  triglycerides, 
BUN,  uric  acid,  sodium, 
and  potassium,  with  total 
hemoglobin  and  bilirubin 
coming  soon. 

The  time  you  need 

Get  test  results  in  five 
minutes  or  less;  perform 


up  to  75  tests  an  hour. 
Save  time  waiting  for 
results  to  assist  in  your 
diagnosis,  and  on  follow- 
up phone  calls. 

The  accuracy 
you  need 

The  DT60  Analyzer  uses 
proven  technology  and 
methodology  from  the 
KODAK  EKTACHEM  400 
and  700  Analyzers,  which 


merit for  your  office. 
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provide  millions  of  accurate, 
precise  results  to  clinical 
laboratories  nationwide. 

The  simplicity 
you  need 

The  DT60  Analyzer,  com- 
pact as  a personal  com- 
puter, features  dry  slide 
technology  to  eliminate 
wet  reagents.  It  is  auto- 
mated to  free  up  your 
staff,  and  training  takes 


only  minutes.  From  the 
finger-stick  sample  to 
results  printout,  the  DT60 
Analyzer  is  simplicity  itself. 

To  see  what  the  DT60 
Analyzer  can  do  for  you, 
write  Eastman  Kodak  Com- 
pany, Dept.  740-B,  343  State 
Street,  Rochester,  NY  14650, 
or  call  1 800  44KODAK, 
Ext  423(1  800  445-6325, 
Ext  423)  today. 


Leading  the  way  in  healthcare 
technology  for  over  100  years. 
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Our  systems  are  made  for  your  office. 

The  system  is  simple 

While  solutions  can  be  mystifying  and  complex,  our  solution  is  as  straight  forward  as  your  desire  to 
practice  medicine.  Our  computerized  office  management  system  brings  paperwork  headaches  under  control. 

The  Keystone  Technologies’  System  can  help  you  deal  with  nearly  every  office  paperwork  bottleneck. 
Computer  handling  and  tracking  of  accounts  receivable,  insurance  forms,  patient  billing,  payroll  and  letters  ar 
just  a few  of  the  software  options  available  in  the  system.  All  are  backed  by  thorough  training  of  your  office 
staff  members  and  continued  full-time  support  by  our  Customer  Support  Representatives. 


Install  a basic  solution 

For  the  solo  practice  or  small  group,  the  Medical  Billing  System  is  the  perfect  solution  to  a major  backlog- 
filing insurance  claim  forms.  This  system  eliminates  manual  writing  of  claims  and  prepares  either  completed 
electronic  or  paper  claims.  It  s designed  to  automate  your  insurance  claim  filings.  You'll  have  the  capability  of 
producing  electronic  claims  for  Blue  Shield  and  Medicare  Part  B and  producing  paper  claims  for  other 
insurance  carriers.  All  automatically,  quickly,  efficiently. 

Choose  from  a total  package 

Addressing  all  the  needs  of  the  medical  office,  the  Practice  Management  System  includes  many  functions. 
The  system  includes  software  programs  for  accounts  receivable  and  patient  scheduling  with  options  for  payrol 
general  ledger,  accounts  payable  and  word  processing.  These  programs  are  incorporated  in  a complete,  stand 
alone,  turn-key  operation  for  your  office.  Choose  one  or  more  of  the  programs  depending  on  your  needs.  A 
minimum  implementation  period  is  needed,  because  the  hardware  and  software  are  ready  to  use  when 
installed.  Automatic  preparation  and  electronic  submission  of  claims  are  also  included  in  this  package. 

The  solution  is  simple 

The  Medical  Billing  System  and  the  Practice  Management  System  are  simple  solutions  to  a complex 
problem  the  paperwork  bottleneck.  The  systems  offer  enormous  advantages  over  the  manual  methods  you've 
been  using  for  years. 

Call  us  We  can  explain  how  these  systems  can  work  for  you. 
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>MS  BOARD  SETS  POLICY 
)N  AMBULATORY  CENTERS 


30ARD  NAMES  TASK  FORCE 
DN  MEDICAL  PRACTICE  ACT 


SOCIETY  ESTABLISHES  POLICY 
FOR  INCREASED  FMG  TRAINING 


BARBARA  SHORE  HEADS 
STATE  MEDICAL  BOARD 


SOCIETY’S  BOARD  ENDORSES 
MEDICARE  FEE  FREEZE  SUIT 


Support  of  a free,  competitive  approach  to  the  estab- 
lishment of  ambulatory  surgery  centers  is  the  PMS 
policy  set  by  the  Board  of  Trustees  January  16.  The 
policy  statement  calls  for  strict  enforcement  of 
quality  assurance  and  utilization  review.  The  Coun- 
cil on  Medical  Practice  developed  the  statement 
which  the  Board  approved.  The  state  health  depart- 
ment has  applications  pending  for  such  centers,  and 
its  Task  Force  on  Ambulatory  Surgical  Facilities, 
established  in  August  1984,  will  advise  on  standards 
for  reviewing  certificate  of  need  applications. 
Daniel  Brooks,  MD,  Sewickley  surgeon,  represents  PMS 
on  the  task  force. 

The  PMS  Task  Force  on  the  Sunset  of  the  Medical  Prac- 
tice Act  will  draft  a model  bill  for  introduction 
into  the  legislature  to  replace  the  Medical  Practice 
Act  of  1974.  The  Society's  Board  of  Trustees 
authorized  the  group  to  draft  the  legislation  at  its 
meeting  January  16.  Under  the  sunset  law  of  1981, 
the  current  Act  will  go  out  of  existence  at  the  end 
of  1985.  Members  of  the  task  force,  appointed  last 
November,  are  Robert  D.  Reinecke,  MD,  chairman, 
Philadelphia;  Robert  W.  Ford,  MD,  Pittsburgh;  and 
Eugene  W.  Herron,  MD,  Delmont. 

The  Pennsylvania  Medical  Society  is  recommending 
that,  as  a prerequisite  to  Pennsylvania  licensure, 
graduates  of  foreign  medical  schools  should  be 
required  to  serve  three  years  of  postgraduate  edu- 
cation in  an  approved  residency  program.  This  posi- 
tion was  adopted  by  the  Society’s  Board  of  Trustees 
January  16  and  will  be  added  to  the  Society's  posi- 
tion paper  on  the  sunset  of  the  Medical  Practice 
Act.  Under  current  state  licensing  law,  all  medical 
school  graduates  must  have  one  year  of  residency 

training  for  licensure. 

Barbara  K.  Shore,  PhD,  of  Pittsburgh,  has  succeeded 
Richard  C.  Lyons,  MD,  as  chairman  of  the  State  Board 
of  Medical  Education  and  Licensure.  A urologist 

from  Erie,  Dr.  Lyons  announced  last  December  that  he 
was  stepping  down  from  the  chairmanship  which  he  had 
held  since  1980.  Joseph  T.  Marconis,  MD,  a urolo- 
gist from  pottsville,  was  named  vice  chairman.  Dr. 
Lyons  remains  a member  of  the  Board.  Dr.  Shore,  who 
had  been  vice  chairman,  is  affiliated  with  the 

school  of  social  work  at  the  University  of  Pitts- 

burgh . 

Acting  on  a resolution  from  the  1984  House  of  Dele- 
gates, the  PMS  Board  on  January  16  endorsed  a suit 
filed  last  fall  by  the  American  Medical  Associa- 
tion. The  AMA  challenged  the  constitutionality  of 
the  amendments  to  the  Social  Security  Act  adopted 
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ABORTIONS  FOR  POOR 
UNFUNDED  IN  STATE 


CDC  URGES  FLU  SHOTS 
FOR  HIGH  RISK  GROUPS 


TREATMENT  OF  BREAST  CANCER 
REQUIRES  NEW  CONSENT  FORM 


BOARD  SUPPORTS  PROGRAM 
FOR  IMPAIRED  PHYSICIANS 


with  the  Deficit  Reduction  Act  of  1984.  The  AMA 
claims  the  15-month  fee  freeze  violates  equal  pro- 
tection laws  and  that  Medicare  beneficiaries  are 
denied  freedom  of  choice  of  physicians  under  the 

amendments.  Resolution  84-18  called  on  the  State 
Society  to  support  the  suit  appropriately.  The 
Council  on  Medical  Economics  recommended  endorsement. 

A 1980  Pennsylvania  law  cutting  off  state  Medical 
Assistance  funding  for  abortions  on  poor  women  will 
become  effective  February  15.  Abortions  performed 
on  or  after  that  date  would  not  be  eligible  for 

state  reimbursement  except  in  cases  where  pregnancy 
resulted  from  rape  or  incest  or  the  woman's  life  is 
in  danger.  Implementation  of  the  law,  signed  by 
Governor  Dick  Thornburgh  in  December  1980,  was 

delayed  by  a lawsuit  which  is  still  on  appeal  to  the 
Pennsylvania  Supreme  Court.  Plaintiffs  filed  the 
appeal  following  the  Commonwealth  Court's  decision 
last  September  upholding  the  law.  Although  the 

appeal  is  pending  the  Supreme  Court  denied  a request 
for  an  injunction  barring  implementation.  A 1977 
federal  law,  declared  constitutional  in  1980,  ended 
federal  funding  of  abortions  for  women  on  Medicaid. 
In  1983  the  state  paid  for  12,180  abortions  at  a 
cost  of  $4.3  million. 

The  Centers  for  Disease  Control  in  Atlanta  on  January 
25  recommended  that  people  in  high  risk  groups,  if 
not  already  protected,  be  immunized  against  influ- 
enza. CDC  said  type  A-Philippine  influenza  out- 
breaks throughout  the  country  are  striking  people  of 
all  ages.  For  the  week  ended  January  19,  778  deaths 
from  influenza  and  pneumonia  were  reported  from  121 
large  cicies  throughout  the  nation. 

Physicians  must  obtain  'written  consent  on  a form  con- 
taining specific  information  prior  to  performing  any 
surgical  procedures  on  patients  with  breast  cancer. 
Act  213  of  1984,  signed  by  Governor  Dick  Thornburgh 
December  18,  also  requires  that  physicians  must 
instruct  their  patients  on  the  current  medically 
accepted  alternatives  to  radical  mastectomy.  The 
law  is  effective  February  16. 

A program  to  deal  with  addiction  among  physicians, 
including  hiring  a full-time  medical  director,  was 
supported  when  the  PMS  Board  voted  January  16  to 
approve  the  expenditure  of  $80,000  in  financial 
support.  The  Society's  support  is  on  a matching 
basis  and  is  contingent  on  the  success  of  the 
Committee  on  the  Impaired  Physician  to  raise  an 
additional  $80,000  from  outside  sources.  If  the 
funding  falls  short  of  the  budgeted  $160,000,  the 
matter  will  be  reconsidered  at  the  1985  meeting  of 
the  House  of  Delegates.  Abram  M.  Hostetter,  MD, 
Hershey,  is  chairman  of  the  committee. 
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The  FACT  is... 
this  system 
works !" 


ARE  YOU  A 
CONFUSED 
COMPUTER 
SYSTEM  SEEKER? 

To  solve  any 
problem  it  requiries 
fact  finding. 


A VERY  UNIQUE  EXPERIENCE 
AMONG  SYSTEM  SEEKERS. 


Authorized  dealers  for: 


REXON  Burroughs 


Camp  Hill,  PA  17011 
717-761-0670 


WE  SUPPLY  A TOTAL  SOLUTION 

• Software,  Hardware,  Hotline,  plus  24  hour  service 
support 
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Scheduling,  AND 
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interested,  we’ll  arrange  a demonstration. 
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editorial 


The  case  for  a new 

Not  too  many  years  ago,  physicians,  after  con- 
sulting with  a patient  and  the  family,  decided  ethi- 
cal problems  concerning  the  patient’s  care.  But 
with  the  burgeoning  of  Twentieth  Century  tech- 
nology, there  has  occurred  a blossoming  of  ethical 
dilemmas.  Serious  moral  questions  now  arise  in  ar- 
eas which  had  none  a few  years  ago. 

Many  of  these  biomedical  issues  can  be  traced 
directly  to  vastly  improved  modem  medical  tech- 
nology. New  diagnostic  skills,  such  as  prenatal  ge- 
netic diagnosis,  CT,  NMR,  and  ultrasound,  and 
new  therapeutic  modalities  that  have  extended 
life  such  as  transplantation,  neonatal  intensive 
care,  and  artificial  internal  organs,  have  produced 
complex  medical  problems.  There  are  so  many 
more  choices  to  make  about  life.  The  severely 
handicapped  child,  the  quality  of  life,  the  wishes  of 
the  terminally  ill,  no-code  orders,  and  cessation  of 
artificial  means  of  life  support  are  only  a few  of 
the  important  ethical  issues  in  medicine  today. 

Because  of  the  increasingly  troubling  nature  of 
these  moral  questions  that  are  arising  in  hospitals 
(and  the  government’s  intervention  in  so-called 
“Baby  Doe”  problems),  a lively  interest  in  hospi- 
tal ethics  committees  has  resulted.  Despite  lim- 
ited experience  with  ethics  committees— less  than 
1 percent  of  all  hospitals  have  them— many  hospi- 
tals are  investigating  their  possible  use.  Existing 
methods  of  dealing  with  dilemmas  are  recognized 
as  inadequate  or  unsatisfactory.  The  establish- 
ment of  an  ethics  committee  may  provide  a struc- 
tural basis  for  review. 

An  Ethics  Committee  as  currently  understood 
is  a group  charged  with  considering  ethical  dilem- 
mas that  arise  within  a medical  facility  as  a result 
of  medical  care  rendered.  In  a survey  conducted 
by  the  University  Hospitals  of  Cleveland  for  the 
President’s  Commission  for  the  Study  of  Ethical 
Problems  in  Medicine  and  Biomedical  and  Behav- 
ioral Research,  it  was  found  that  currently  exist- 
ing ethics  committees  are  composed  largely  of 
physicians  and,  usually,  one  clergyman.  Hospital 
administrators  and  nurses  are  less  frequently  rep- 
resented. A few  committees  include  social  work- 
ers, lawyers,  patients,  families  of  patients,  and 
medical  students.  The  President’s  Commission  as- 
serts that  an  ethics  committee’s  composition 
should  reflect  its  function  but  emphasized  the  pos- 
itives of  diverse  membership.  Most  committees 
surveyed  are  consultative  or  advisory  in  nature 
and  review  only  one  case  per  year. 

Many  functions  have  been  proposed  for  ethics 
committees,  including  independent  reviews  of 
complex  medical  problems  regarding  abortions, 
long  term  prognosis  of  critically  ill  patients,  and 
decisions  to  terminate  artificial  life  support  treat- 


committee 

ments.  They  may  provide  an  ideal  place  for  the 
resolution  of  disputes  among  professionals  over 
the  discontinuance  of  life  sustaining  measures. 
Conflicts  such  as  these  might  occur  between  nurs- 
ing staff  and  physicians,  residents  in  training  and 
nurses  or  physicians,  patient’s  families  and  profes- 
sional medical  personnel,  and  so  on. 

Ethics  committees  may  be  the  source  for  educa- 
tional programs  and  materials  on  critical  issues 
for  both  medical  staff  and  hospital  employes  in- 
volved in  direct  patient  care.  Ethics  committees 
might  help  to  formulate  initial  policies  or  evaluate 
existing  or  proposed  institutional  policies.  Mem- 
bers may  serve  as  a resource  for  advice  or  consul- 
tation on  difficult  issues.  Ethics  committees  also 
are  seen  in  the  role  of  protector  of  the  handicapped 
or  disadvantaged  patient.  Although  this  is  a valid 
function,  it  is  probably  not  so  critical  as  the  others 
which  occupy  the  committee.  Very  few  cases 
should  require  the  advocacy  of  a committee  over 
that  of  a personal  physician  or  family  members. 
The  necessity  of  activating  a committee  to  protect 
the  humanity  of  man  speaks  poorly  of  the  general 
moral  condition  of  mankind. 

The  establishment  of  ethics  committees  in  hos- 
pitals would  not  be  without  stumbling  blocks.  The 
most  difficult  problem  would  be  in  maintaining 
the  privacy  of  patient  records  and  the  physician- 
patient  relationship.  Indeed,  some  physicians  may 
view  a committee’s  deliberation  and  decisions  as 
an  infringement  upon  their  prerogatives  to  prac- 
tice good  medicine.  By  prolonging  the  decision- 
making process  or  by  delaying  treatment,  an  eth- 
ics committee  may  serve  only  to  bog  down  an 
already  difficult  clinical  issue.  Another  fear  is  that 
the  committee  will  be  so  one-sided  in  its  makeup 
that  its  decisions  will  simply  approve  actions  that 
have  already  been  set  in  motion. 

In  spite  of  the  many  fears  and  objections 
voiced,  ethics  committees  can  serve  to  educate 
hospital  staff  and  physicians  on  difficult  issues. 
Their  members,  both  individually  and  as  a whole, 
can  provide  support  in  helping  both  physicians 
and  patients  in  making  decisions.  In  addition,  the 
provision  of  a structured  forum  in  which  profes- 
sionals register  objections  on  the  medical  care  ren- 
dered to  patients  may  result  in  better  care  and 
better  professional  understanding  without  undue 
publicity.  Ethics  committees  can  establish  policies 
for  future  care  if  that  is  deemed  their  mission.  It 
seems  more  likely  that  their  strength  will  be  in  re- 
viewing each  case  on  individual  merit  and  making 
recommendations  unique  to  each  review. 

David  A.  Smith,  MD 

Medical  Editor 
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Conference  focuses  on  hospital 


Maureen  Griffin 

DRG  innovator  Josephine  Kaple; 
medical  researcher  Walter  McClure;  and 
Dennis  O’Leary,  MD,  the  physician  who 
kept  the  public  informed  of  President 
Ronald  Reagan’s  condition  after  the  as- 
sassination attempt,  are  featured 
speakers  at  the  1985  Leadership  Con- 
ference, April  17  and  18,  at  the  Hershey 
Lodge  and  Convention  Center  in 
Hershey.  The  Conference  opens  Wednes- 
day at  1:00  p.m.,  and  closes  Thursday 
at  noon. 

This  year’s  program  focuses  on 
hospital-medical  staff  relations.  Medi- 
cal staff  self-goverance,  the  changing 
work  relationships  between  hospital  ad- 
ministrators and  the  medical  staff  un- 
der Medicare’s  prospective  payment 
system,  and  maintaining  quality  medi- 
cal care  amidst  the  changing  hospital 
environment  will  be  the  major  topics 
discussed. 

Advance  registration  for  all  seminars 
and  workshops  is  required.  The  regis- 
tration deadline  is  March  15.  Confer- 
ence participants  earn  6V2  hours  of  Cat- 
egory 1 CME  credit. 

Dennis  S.  O’Leary,  MD,  dean  for  clini- 
cal affairs  at  George  Washington  Uni- 
versity Medical  Center  in  Washington, 
DC,  will  open  the  conference  on  Wednes- 
day afternoon.  Dr.  O’Leary  will  address 
the  changing  dynamics  of  hospital- 
medical  staff  relations.  Medical  econo- 
mist Josephine  G.  Kaple,  PhD,  will  fol- 
low with  a review  of  the  performance  of 
hospitals  under  prospective  payment 
and  new  federal  health  programs  on  the 
horizon.  Dr.  Kaple  was  directly  involved 
in  the  development  of  HCFA’s  DRG 
payment  system.  Wednesday’s  pro- 
gram also  features  AMA  President  Jo- 
seph F.  Boyle,  MD,  who  will  discuss  or- 
ganized medicine’s  changing  to  meet 
the  needs  of  medical  staff  members. 

At  Wednesday  evening’s  dinner,  “The 
Capitol  Steps”  will  provide  entertain- 
ment. This  group  of  nine  congressional 
staff  members  poke  fun  at  Washington 
politics  with  satirical  song  and  dance 
routines  performed  to  the  music  of 
many  popular  show  tunes. 

On  Thursday,  the  conference  opens 


with  a breakfast  seminar  featuring 
Abraham  J.  Twerski,  MD,  clinical  direc- 
tor of  the  department  of  psychiatry  at 
St.  Francis  General  Hospital  in  Pitts- 
burgh. Dr.  Twerski  will  discuss  “Giving 
Patients  Hope.” 

Richard  F.  Corlin,  MD,  of  Santa 
Monica,  California,  chairman  of  the 
AMA  Study  Committee  on  Hospital 


DR.  O’LEARY 


medical  staffs 


Medical  Staffs,  begins  Thursday’s  gen- 
eral session  by  moderating  a panel  dis-  i 
cussion  on  maintaining  quality  medical 
care  in  the  changing  hospital  environ-  I 
ment.  John  Russell,  president  of  the 
Hospital  Association  of  Pennsylvania, 
and  Lee  H.  McCormick,  MD,  chairman 
of  the  new  PMS  Hospital  Medical  Staff 
Section’s  Governing  Council,  also  will 
participate  in  the  session. 

Following  the  panel  discussion,  PMS 
President  D.  Ernest  Witt,  MD,  will 
speak  on  the  role  of  county  medical  soci- 
eties in  hospital  medical  staff  activities, 
and  John  A.  Kibelstis,  MD,  will  report 
on  the  new  Pennsylvania  Peer  Review 
Organization. 

The  conference  closes  with  a discus- 
sion, “How  Physicians  Can  Win  the 
Battle  Against  Hospital  Dominance.” 
Walter  McClure,  PhD,  president  of  the 
Center  for  Policy  Studies  in  Minneapo- 
lis, Minnesota,  will  examine  ways  phy- 
sicians can  safeguard  their  professional 
independence  within  the  hospital  set- 
ting. 

Two  one-hour  seminars  will  be  offered 
preceding  the  Conference  on  April  17. 
Ronald  P.  Monsaert,  MD,  of  the  Penn- 
sylvania Diabetes  Academy,  will 
present  a program  on  “The  State-of-the- 
Art  in  the  Prevention  and  Treatment  of 
the  Complications  of  Diabetes.”  The 
PMS  Educational  and  Scientific  Trust 
and  the  Council  on  Medical  Practice 
also  will  sponsor  a seminar  on  the  phy- 
sician’s role  in  marketing  health  care. 
The  program  will  feature  George 
Miaoulis,  PhD,  professor  of  marketing 
at  the  University  of  Southern  Maine. 

The  Leadership  Conference  Commit- 
tee is  chaired  by  Robert  N.  Moyers, 
MD,  Meadville.  Members  include:  Ro- 
bert J.  Carroll,  MD,  Pittsburgh;  Betty 
L.  Cottle,  MD,  Hollidaysburg;  J.  Jo- 
seph Danyo,  MD,  York;  David  L.  Miller, 
MD,  New  Bethlehem;  Irving  Williams 
III,  MD,  Lewisburg;  and  D.  Ernest 
Witt,  MD,  PMS  president. 

Ms.  Griffin  is  assistant  director  of  the  PMS 
Communications  Division  and  staffs  the 
Leadership  Conference  Committee. 


14 


Pennsylvania  Medicine,  February  1985 


American  College  of  Physicians  announces.  . . 

II  Medicine’s  Landmark 

Meeting  in 
America’s 

ndmark  City! 


Annual  Session  '85 
Washington,  DC 
March  28-31,  1985 


Join  us  in 
Washington  for 
medicine's  #1  scientific  meeting.  . . 


WBF*  Schedule  your  own  CME 
^^program  from  over  300  scientific 
Representations . . .covering  the 
spectrum  of  internal  medicine 
y subspecialties. 

• Discuss  your  difficult  cases  with 
today's  leaders  in  medical  practice. 

• Experience  a new  type  of  scientific 
presentation  format:  "Current  Topics  in 
Internal  Medicine." 


Washington 


• Operate  a personal  computer.  . . 
discover  what  it  can  do  to  help  you 
and  your  practice. 

• Tell  your  spouse  about  the  full 
schedule  of  activities  for  the  family. 

Send  for  your  Scientific  Program  Guide: 

- please  print  — — — — — — 

YES,  please  mail  me  the  Scientific  Program  Guide. 
□ ACP  Member  □ Non-Member 


CITY,  STATE,  ZIP  4PI2 

, ACP,  4200  Pine  Street,  Philadelphia,  PA  19104 
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PCMS  installs  Dr.  Kremer  as  president 


The  Philadelphia  County  Medical  So- 
ciety installed  its  124th  president,  How- 
ard U.  Kremer,  MD,  on  January  16. 
Edward  J.  Resnick,  MD,  is  the  new 
president-elect. 

A Philadelphia  internist,  Dr.  Kremer 
has  been  clinical  director  for  Family 
Medical  Care  at  a City  of  Philadelphia 
health  district  since  1977  and  clinical 
associate  professor  of  medicine  at  the 
University  of  Pennsylvania  School  of 
Medicine  for  six  years.  Dr.  Resnick  is 
professor  of  orthopedic  surgery  at  Tem- 
ple University  School  of  Medicine  and 
director  of  the  Pain  Control  Center  of 
Temple  University. 

Dr.  Kremer  received  his  AB  in  1939 
and  his  MD  in  1942,  both  from  the  Uni- 
versity of  Pennsylvania.  He  served  his 
internship  and  residency  at  the  Phila- 
delphia General  Hospital. 

In  the  U.S.  Army,  from  1943-6,  he 
eventually  attained  the  rank  of  major. 
From  1949  to  1974  he  was  a Selective 
Service  medical  advisor.  In  1961,  he 
served  as  a consultant  internist  for 
Project  Hope  on  a voyage  to  Vietnam. 
Currently,  he  is  on  the  National  Medical 
Advisory  Board  of  Project  Hope.  He  re- 
tired from  the  U.S.  Army  Reserve  in 
1975  as  a colonel. 

Dr.  Kremer  has  been  a diplomate  on 
the  American  Board  of  Internal  Medi- 
cine since  1953  and  very  active  in  the 
Pennsylvania  Society  of  Internal  Medi- 
cine. He  is  a fellow  of  the  American 
College  of  Physicians  and  an  associate 
fellow  of  the  American  College  of  Cardi- 
ology. 

His  clinical  appointments  include 
chief  of  medicine  at  the  American  Onco- 
logic Hospital  from  1953  to  1968;  chief 
of  medicine  at  Doctors  Hospital  from 
1960  to  1974;  and  chief  of  special  medi- 
cine at  Philadelphia  General  Hospital 
from  1962  to  1977.  Currently,  he  is  ac- 
tive on  the  Graduate  Hospital  medical 
staff. 

Dr.  Resnick  is  president-elect  of  the 
Temple  University  Medical  Alumni  As- 
sociation. He  is  a member  of  the  board 
of  directors  of  Orthopedic  Overseas,  the 
College  of  Physicians  of  Philadelphia, 
founding  member  of  the  American  Pain 
Society,  International  Association  for 
the  Study  of  Pain,  a charter  member  of 
the  Eastern  Orthopedic  Association, 


and  a fellow  of  the  American  Academy 
of  Orthopedic  Surgeons  and  the  Ameri- 
can College  of  Surgeons. 

At  the  state  level,  Dr.  Resnick  is  a 
member  of  the  Inter-specialty  Commit- 
tee of  the  Pennsylvania  Medical  Society 
and  the  Council  on  Education  and  Sci- 
ence of  PMS.  He  has  been  a corporate 
member  of  Pennsylvania  Blue  Shield 
for  10  years  and  a member  of  its  board 
of  directors  since  1978. 

Dr.  Resnick  completed  his  undergrad- 
uate studies  at  Temple  University  and 


The  Philadelphia  County  Medical  So- 
ciety, on  the  initiative  of  former  presi- 
dent Sidney  O.  Krasnoff,  MD,  has 
established  an  award  to  commend  out- 
standing humaneness  exemplified  by  a 
resident  physician  during  residency 
training. 

The  first  winner  of  the  Humaneness 
in  Medicine  award  is  Linda  Granath, 
MD,  a family  practice  resident  at 
Abington  Memorial  Hospital. 

PCMS  established  the  award  in  1984 
to  encourage  and  recognize  humaneness 
in  medicine.  According  to  John  F.X. 
Trevi,  executive  director  of  PCMS,  “We 
believe  the  most  appropriate  place  to 


Geisinger  Medical  Center  will  spon- 
sor a two-day  conference  on  the  utiliza- 
tion of  physician  assistants,  March  22 
through  24  at  the  Hershey  Lodge  and 
Convention  Center,  Hershey. 

The  conference  brings  together  ex- 
perts from  around  the  nation  to  discuss 
successful  models  of  using  physician  as- 
sistants in  hospitals  and  ambulatory 
care  centers  in  corporate  settings.  The 
program,  entitled  “Models  of  Physician 
Assistant  Utilization— Present  and  Fu- 
ture Concepts,”  will  emphasize  the  ad- 
ministrative, legal,  and  reimbursement 
issues  prevalent  in  today’s  prospective 
payment  environment. 

Harvey  Estes,  MD,  of  Duke  Univer- 
sity, will  discuss  the  future  advantages 
of  using  PAs.  Reginald  Carter,  PhD, 


received  his  medical  degree  from  Tem- 
ple University  School  of  Medicine  in 
1951.  He  served  his  internship  at  Phila- 
delphia General  Hospital  and  his  resi- 
dencies in  orthopedic  surgery  at  Temple 
University  hospital,  Shriner’s  Hospital 
for  Crippled  Children,  and  Philadelphia 
General  Hospital,  where  he  was  chief  of 
orthopedic  surgery  between  1964  and 
1967.  He  joined  the  Temple  University 
medical  faculty  as  an  associate  profes- 
sor in  1970  and  became  a full  professor 
in  1978. 


start  is  early  in  the  physician’s  career 
and  therefore  have  chosen  the  physician 
resident.” 

Dr.  Granath,  who  commutes  P/2 
hours  each  day  from  New  Jersey,  made 
the  extra  effort  to  see  a dying  patient 
outside  of  the  hospital  on  her  own  time. 
She  made  frequent  after-hours  house- 
calls,  and  even  more  frequent  phone 
calls,  in  order  to  manage  an  elderly  pa- 
tient at  home  so  that  he  could  have  his 
last  wish— to  die  at  home  with  his  wife 
by  his  side. 

Any  resident  physician  or  fellow  in 
the  Greater  Delaware  Valley  is  eligible. 
The  award  carries  a prize  of  $500. 


also  of  Duke,  will  talk  about  emerging 
roles  for  physician  assistants.  Dr. 
Carter  is  the  author  of  Alternatives  in 
Health  Care  Delivery:  Emerging  Roles 
for  Physician  Assistants.  Among  those 
expected  to  attend  the  conference  are 
hospital  administrators,  attorneys,  risk 
managers,  medical  directors,  and  allied 
health  professionals. 

The  program  is  approved  for  15  hours 
of  category  I credit  for  the  AMA’s  Phy- 
sician Recognition  Award  and  the  mem- 
bership requirement  of  PMS. 

For  registration  or  additional  infor- 
mation, contact  Sylvia  Coleman  or  Ken 
Harbert  at  (717)271-6692.  The  cost  is 
$250  and  includes  luncheons,  program 
materials,  and  a banquet.  Deadline  for 
registration  is  February  20. 


PCMS  establishes  humaneness  in  medicine  award 


Geisinger  plans  PA  utilization  conference 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  Journal 
of  Medicine: 

.when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction , their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade /" 


ht  from  the  start 
hypertension . . . 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.2  3 In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 


80  mg  120  mg  160  mg 


The  appearance  of  these  capsules 
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Once-daily 

For  beta-1/beta-2/NDER4L  LA 


blockade  i 


(PROPRANOLOL  HCI) 1 


ONG  ACTING 
CAPSULES 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride-  Inderal  LA  is  available  as  80  mg.  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  Increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
Is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidme-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  In  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage 
ment  of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  Is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup 
porting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  tor  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY1  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  Impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures. 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobutamme  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
b6t3  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis , Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  1 50  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely,  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  tor  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

SGVSTSl  WGGkS 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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State's  rabies  cases  set  record  in  1984 


The  state  Health  Department  re- 
ported the  worst  outbreak  of  rabies  in 
37  years.  Confirmed  cases  in  1984  to- 
taled 381. 

Raccoons  were  infected  more  than 
any  other  animal  and  accounted  for  278 
cases.  Of  the  total  caseload,  rabies  were 
confirmed  in  14  animal  species  and  in  37 
of  the  state’s  67  counties.  It  was  a year 
which  saw  the  first  human  death  from 
rabies  since  1952.  Twelve-year-old 
Ernest  Cochran,  Jr.,  of  Williamsport 
died  September  27  at  Geisinger  Medical 
Center,  Danville,  after  being  exposed  to 
the  fatal  virus  from  an  animal  whose 
identity  was  never  discovered. 

Counties  in  the  southcentral  part  of 
the  state  were  hardest  hit,  with  Frank- 
lin, Adams,  and  Cumberland  Counties 
being  declared  an  epidemic  area  by 
Ernest  Witte,  DVM,  director  of  the 
state  Health  Department’s  Division  of 
Epidemiology.  Franklin  County  had  104 
confirmed  rabies  cases;  Adams  County 
84;  and  Cumberland  County  58. 

The  state’s  first  rabid  deer  in  13  years 
was  confirmed  in  Fulton  County  in  Oc- 
tober, causing  hunters,  trappers,  and 
others  with  regular  contact  with  wild- 
life to  flood  the  Health  Department 
with  phone  calls  for  information  on  pre- 
and  post-exposure  human  vaccine 
guidelines. 

Coming  off  a decade  of  less  than  30 
rabies  cases  per  year,  Pennsylvania’s 
confirmed  cases  jumped  from  14  in 
1981  to  74  in  1982  to  170  in  1983. 
Monthly  cases  in  1984  averaged  in  the 
mid-20s  through  the  first  half  of  the 


Number  of  cases  per  species 


Species 

Confirmed 

cases 

Raccoons 

278 

Skunks 

38 

Bats 

36 

Foxes 

8 

Cats 

4 

Groundhogs 

3 

Cows 

3 

Dogs 

2 

Rabbits 

2 

Squirrels 

2 

Possums 

2 

Flying  Squirrel 

1 

Deer 

1 

Horse 

1 
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year,  but  then  rose  from  34  cases  in  July 
to  42  cases  in  August.  Following  36 
confirmed  cases  in  September,  the  case- 
load increased  dramatically  to  64  cases 
in  October  and  54  cases  in  November. 
Confirmed  cases  in  December  totalled 
17  at  the  time  these  figures  were  com- 
piled. 

Witte  said  rabies  activity  in  Pennsyl- 
vania during  1985  is  “an  educated 


guessing  game.  The  outbreak  will  un- 
doubtedly continue  but  its  intensity 
cannot  be  predicted  with  certainty.  It 
will  likely  push  out  of  southcentral 
Pennsylvania  into  new  counties  in  sev- 
eral directions.  We  continue  to  recom- 
mend vaccination  of  dogs  and  cats  and 
not  making  pets  of  wild  animals.  Pre- 
exposure immunizations  are  not  recom- 
mended for  the  average  citizen.” 
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Dr.  Brooks  heads  Allegheny  county  society 


Daniel  H.  Brooks,  MD,  a general  and 
thoracic  surgeon  from  Sewickley,  be- 
came the  1985  Allegheny  County  Medi- 
cal Society  president  in  January.  He 
chose  to  launch  his  term  with  the  theme 
“The  role  of  a professional  society  in  a 
time  of  turmoil.” 

“Frequently,  organized  medicine  is 
accused  of  reacting  to  issues  rather 
than  creatively  studying  health  care 
problems  and  formulating  positions 
from  which  members  can  exert  influ- 
ence in  our  community,”  observed  Dr. 
Brooks. 

In  1985  ACMS  proposes  to  study 
four  issues  of  concern:  manpower,  mal- 
practice, the  medical-industrial  com- 
plex, and  moral-ethical  issues.  “We  plan 
to  assemble  task  forces,  present  pro- 
grams by  national  leaders  and  formu- 
late position  papers  relevant  to  our  re- 
gion,” he  explained. 

Dr.  Brooks  is  clinical  assistant  profes- 
sor of  surgery  at  the  University  of 
Pittsburgh  School  of  Medicine,  where 
he  received  his  MD.  He  is  affiliated  with 
several  Pittsburgh  area  hospitals  in- 
cluding Allegheny  General  and  the  Vet- 
eran’s Administration-Oakland  Hospi- 
tal. 


A member  of  the  Pennsylvania  Medi- 
cal Society  Council  on  Medical  Practice, 
he  has  been  a delegate  and  alternate  del- 
egate to  the  PMS  House  of  Delegates. 
He  has  served  on  four  ACMS  commit- 
tees since  joining  11  years  ago:  Phar- 
macy; Medical-Legal;  Bylaws;  and 
Grievance. 

His  community  service  on  behalf  of 
organized  medicine  has  included  health 
planning,  peer  review,  and  cost  contain- 
ment. He  has  been  active  with  Pennsyl- 
vania Blue  Shield,  the  Health  Policy 


“PMSLIC  is  now  in  a position  to  offer 
PMSLIC  insureds  an  optional  payment 
plan  which  spreads  the  cost  of  the  an- 
nual Catastrophe  Loss  Fund  surcharge 
over  the  year,”  said  David  S.  Masland, 
MD,  chairman  of  the  board  of  directors 
of  the  Pennsylvania  Medical  Society  Li- 
ability Insurance  Company. 

The  size  of  the  CAT  Fund  surcharge 
grew  from  10%  in  early  years  to  70%  in 
1985.  This  surcharge  can  create  an  oner- 
ous financial  burden  on  a physician. 

Therefore,  stated  Dr.  Masland,  “Af- 


Institute  of  Pittsburgh,  and  the  Pitts- 
burgh Program  for  Affordable  Health 
Care. 

He  is  a member  of  the  American  Col- 
lege of  Chest  Physicians,  the  American 
College  of  Surgeons,  the  Pittsburgh 
Academy  of  Medicine,  and  the  Pitts- 
burgh Surgical  Society. 

Taking  office  with  Dr.  Brooks  are 
Phillip  R.  Levine,  MD,  president-elect; 
Gilbert  A.  Friday,  MD,  vice  president; 
Richard  E.  Deitrick,  MD,  secretary; 
and  Darnel  H.  Gregory,  MD,  treasurer. 


ter  considerable  research  and  delibera- 
tion, we  determined  that  the  best 
course  was  to  form  a wholly-owned  sub- 
sidiary to  be  known  as  PMSLIC  Con- 
sumer Discount  Company.” 

This  subsidiary  offers  loans  at  12.8% 
to  PMSLIC  insureds  to  finance  the 
CAT  Fund  surcharge  by  advancing  the 
full  surcharge  to  the  Fund  on  behalf  of 
insureds  who  participate.  Payment  of 
the  basic  quarterly  PMSLIC  premium 
remains  unchanged. 

PMSLIC  recognizes  that  some  in- 
sureds will  not  be  interested  in  partici- 
pating in  this  program  for  one  reason  or 
another.  Thus,  the  plan  developed  is 
self-supporting,  whereby  the  costs  of 
providing  the  loans  is  incurred  entirely 
by  those  who  participate.  In  this  way, 
those  members  who  have  made  other 
arrangements  to  make  the  CAT  Fund 
payment  will  not  suffer  any  additional 
expense  as  a result  of  this  loan  pro- 
gram. Those  who  do  take  part  will  pay 
only  what  it  costs. 

Physicians  who  use  the  loan  plan  will 
enter  into  the  loan  program  with  the 
subsidiary  and  pay  only  the  first  25%  of 
the  CAT  Fund  surcharge  in  January. 
The  remaining  75%  will  be  collected  in 
three  installments  along  with  the 
PMSLIC  quarterly  premium  billing. 
This  plan  is  available  to  all  physicians 
currently  paying  the  PMSLIC  basic 
premium  on  a quarterly  basis. 

In  the  event  that  the  loan  is  not  paid 
in  a timely  fashion,  the  coverage  avail- 
able under  the  Catastrophe  Loss  Fund 
will  be  disclaimed  as  of  the  last  date  for 
which  payment  was  received. 


Record  number  treated  for  marijuana  addiction 


Young  adults  are  entering  treatment 
for  marijuana  addiction  in  record  num- 
bers, according  to  Luceille  Fleming, 
deputy  health  secretary  for  drug  and  al- 
cohol programs. 

“In  the  twelve-month  period  ending 
June  1984,  there  were  899  admissions 
to  treatment  in  the  20  to  24  age  group, 
and  765  admissions  in  the  25  to  34  year 
age  group.  These  are  the  highest  figures 
we  have  ever  recorded  for  those  age 
groups,”  Fleming  said. 

She  added  that  although  the  majority 
of  those  treated  for  marijuana  are  under 
age  19,  the  percentage  has  been  declin- 
ing. “Some  years  ago,  the  percentage  of 
patients  under  age  19  was  around  two- 
thirds  of  all  those  treated  for  marijuana 
addiction.  The  proportion  is  now  down 
to  56  percent.  Total  admissions  to  treat- 
ment during  the  period  numbered 
64,804.  Of  that  figure,  4,010  were  for 
marijuana. 

“One  of  the  great  myths  of  the  Wood- 
stock  generation  was  that  marijuana  is 


less  harmful  than  other  drugs.  This  is 
like  saying  that  hitting  yourself  over 
the  head  with  a baseball  bat  is  less 
harmful  than  using  a sledge  hammer.  In 
the  long  run,  there  won’t  be  much  dif- 
ference,” she  said. 

Fleming  pointed  out  that  marijuana 
is  harmful  enough  for  literally  thou- 
sands of  people  in  the  commonwealth  to 
have  sought  medical  treatment  for  their 
addiction  to  it.  Although  these  patients 
may  not  show  the  profound  withdrawal 
symptoms  associated  with  addiction  to 
alcohol  and  other  depressant  drugs, 
both  their  obsession  with  the  drug  and 
their  compulsion  to  use  it— even  when  it 
causes  a myriad  of  severe  problems— 
are  compatible  with  a diagnosis  of  ad- 
diction. 

The  statistics  were  gathered  through 
the  Health  Department’s  Uniform  Data 
Collection  System  (UCDS).  Drug  and 
alcohol  treatment  facilities  which  re- 
ceive public  funding  are  required  by  law 
to  report  aggregate  data- 


PMSLIC  offers  CAT  fund  surcharge  payment  option 
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Will  your  professional 
liability  insurance  be  there 
when  you  need  it? 

IT  WILL  IF  YOU’RE  A PMSLIC  INSURED 


There  simply  is  no  substitute  for  QUALITY  and,  frankly  real  QUALITY  doesn’t  come 
cheap! 

The  famous  British  author  John  Ruskin  put  it  so  succinctly  a century  ago: 

The  common  law  of  business  balance  prohibits  paying  a little  and 
getting  a lot.  It  can’t  be  done. 

If  you  deal  with  the  lowest  bidder,  it  is  well  to  add  something  for  the 
risk  you  run  and  if  you  do  that,  you  will  have  enough  to  pay  for  something 
better. 

Today  PMSLIC  insures  more  than  6,200  practicing  physicians  in  Pennsylvania,  with 
a wide  range  of  coverage  options  and  accommodations  available,  and  PMSLIC  operates 
on  less  money  than  most  companies  set  aside  for  profit.  You  get  more  for  your  premium 
dollar  with  a company  which  is  not  for  profit  and  which  is  owned  and  directed  by 
practicing  physicians. 

You  deserve  the  peace  of  mind  you’ll  get  in  knowing  that  your  PMSLIC  insurance 
will  be  there  when  you  need  it.  If  you’re  presently  a policyholder,  stay  with  us.  If 
you’re  not,  it’s  time  to  come  aboard. 


I'd  like  to  know  more  about  PMSLIC. 


Physician  control: 

The  PMSLIC  difference 

PMSLIC  is  owned  and  directed  by  physicians 
like  yourself.  That’s  the  "PMSLIC  difference.” 
Find  out  what  that  difference  means — and 
how  it  can  work  to  the  benefit  of  your  own 
practice.  Fill  out  the  coupon  and  send  it  in 
today  Or  phone,  toll-free:  1-800-445-1212. 


Address 


Name 


Pennsylvania  Medical  Society 
Liability  Insurance  Company 


P.O.  Box  303  Lemoyne,  PA  17043 
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Hershey  joins  Temple,  Pitt  with  transplants 


The  Milton  S.  Hershey  Medical  Cen- 
ter has  received  the  approval  of  the 
state  Health  Department  to  establish  a 
cardiac  transplantation  program  which 
will  include  both  heart  and  heart/lung 
transplants. 

The  project  will  establish  Hershey  as 
the  regional  center  for  cardiac  trans- 
plantation. Pennsylvania’s  other  car- 
diac transplantation  programs  are  in 
Philadelphia,  at  Temple  University 
Hospital,  and  Pittsburgh,  at  the  Uni- 
versity Health  Center  of  Pittsburgh. 

Jennifer  Riseon,  Health  Department 
Deputy  Secretary  for  Planning  and 
Quality  Assurance,  said  Hershey  esti- 
mates that  initially  it  will  perform  five 
heart  or  heart/lung  transplants  per 
year.  That  number  eventually  will  in- 
crease to  ten  to  15  per  year. 

Estimated  annual  operating  costs  to 
Hershey  are  $223,910  in  the  first  year 
(five  transplants);  $332,275  in  the  sec- 
ond year  (7  transplants);  and  $452,845 
in  the  third  year  (10  transplants).  Esti- 
mates were  derived  from  data  based  on 
an  actual  transplant  performed  at 
Hershey.  Several  successful  heart  trans- 
plants were  performed  before  the 
Hershey  Medical  Center  applied  for  cer- 
tificate of  need  review.  A $4,000  fine 
was  levied  against  the  Center  for  initiat- 
ing this  new  service  without  approval. 

Hershey ’s  projected  charge  for  a car- 
diac transplantation  is  $59,556  and 
does  not  include  “work-up  charges”  of 
$6,144;  surgeon’s  fees  of  $5,000;  and 
supplementary  professional  fees  of 
$5,000  to  $10,000. 

Third-party  coverage  of  cardiac 
transplantation  varies.  Riseon  said 
Capital  Blue  Cross  and  Blue  Shield  do 
not  pay  for  transplants  at  the  present 
time.  Medical  Assistance  does  not 
cover  transplants,  but  does  issue  waiv- 
ers and  pay  for  the  service  if  medical 
need  can  be  proven.  Medicare  currently 
does  not  pay  for  transplants,  but  the 
procedure  is  being  evaluated  for  inclu- 
sion. Most  commercial  insurers  cover 
heart  transplants. 

Riseon  said  Hershey  officials  have 
told  the  health  department  that  for 
those  patients  who  are  eligible  for  a 
transplant  but  lack  financial  resources, 
it  is  the  Center’s  intent  to  cover  all  di- 
rect costs  involved  in  the  transplant. 
Hershey  Medical  Center  and  the  Penn- 


sylvania State  University  Board  of 
Trustees  plan  to  establish  a fund  to  aid 
financially  needy  patients.  “In  fact,  do- 
nations for  such  a fund  have  already 
been  received,”  she  said. 


The  American  Academy  of  Pediatrics 
has  released  preliminary  results  of  a 
study  that  indicates  physician  partici- 
pation in  Pennsylvania  and  other  state 
Medicaid  programs  is  on  the  decline. 

The  1983  study,  funded  by  the  Health 
Care  Financing  Administration,  was 
done  under  the  aegis  of  the  AAP  Com- 
mittee on  Child  Health  Financing.  It 
provides  comparative  data  for  a 1978 
AAP  study  which  examined  the  Medic- 
aid participation  patterns  of  approxi- 
mately 800  pediatricians  in  13  states. 

The  study’s  principal  investigator, 
Janet  D.  Perloff,  PhD,  provides  some 
background  history,  “Medicaid  was 
originally  enacted  in  order  to  break 
down  the  financial  obstacles  barring  the 
poor  from  access  to  quality  health  care. 
The  Medicaid  program’s  ability  to  ful- 
fill its  intended  purpose  depends,  in 
part,  on  the  willingness  of  private, 
office-based  physicians  to  participate. 
When  physicians  are  unwilling  to  ac- 
cept Medicaid  recipients,  these  low- 
income  patients  must  often  seek  pri- 
mary care  from  more  expensive  and 
sometimes  less  effective  sources,  such 
as  hospital  emergency  rooms.” 

Two  of  the  study’s  three  measures  of 
participation  have  declined  in  Pennsyl- 
vania. The  percentage  of  pediatricians 
participating  in  Medicaid  fell  from  82%, 
in  1978  to  68%  in  1983  and  the  percent- 
age of  physicians  participating  in  Med- 
icaid who  limit  their  involvement  in  the 


The  director  of  the  cardiac  transplant 
program  is  John  Waldhausen,  MD,  pro- 
fessor of  Surgery.  John  Pennock,  MD, 
assistant  professor  of  Surgery,  is  the  co- 
director. 


program  declined  from  68%  in  1978  to 
52%  in  1983.  The  average  percentage  of 
patient  load  covered  by  Medicaid  in- 
creased slightly,  from  14.4%  in  1978  to 
15.6%  in  1983. 

Analyses  suggest  that  declining  par- 
ticipation is  associated  with  both  in- 
creasing competition  among  physicians 
and  changes  in  state  Medicaid  adminis- 
tration. Over  the  past  five  years,  in- 
creases in  the  Medicaid  fee  schedule  for 
physicians  have  raised  Medicaid  pay- 
ments relative  to  usual  fees.  This  im- 
provement in  the  fee  situation  may  en- 
courage physicians  to  accept  more 
Medicaid  patients.  But  according  to 
this  survey,  the  administrative  costs  of 
Medicaid  participation  have  in- 
creased—the  average  amount  of  time 
required  to  fill  out  a Medicaid  claim  and 
the  proportion  of  claims  returned  to  the 
physicians  for  additional  work  both 
rose  between  1978  and  1983. 

Dr.  Perloff  stated  the  concern  of  AAP. 
“One  consequence  of  decreased  partici- 
pation may  be  increased  Medicaid  costs 
as  patients  get  their  primary  care  in 
more  expensive  settings.  With  the  ex- 
pansion of  Medicaid  eligibility  man- 
dated by  the  1984  Deficit  Reduction 
Act,  state  initiatives  to  foster  physician 
participation  in  Medicaid  ultimately 
will  be  a very  important  factor  in  the 
costs  borne  by  the  states.” 

Final  results  of  the  study  will  be  re- 
leased soon. 


Future  meeting  notes 

PMS  Board  of  Trustees/Society  Headquarters,  Lemoyne/Wednesday,  March  20-May  15- 
September  18,  1985 

PMS  Leadership  Conference/Hershey  Lodge/Hershey/Wednesday,  April  17  to  Thursday, 
April  18,  1985 

Pennsylvania  Medical  Society  House  of  Delegates/Bellevue  Stratford  Hotel/Philadelphia/ 
Friday,  October  25  to  Sunday,  October  27,  1985 

American  Medical  Association  Annual  Meeting/Marriott  Hotel/Chicago/Sunday,  June  16 
to  Thursday,  June  20,  1985 

American  Medical  Association  Interim  Meeting/Sheraton  Washington  Hotel/Washington, 
DC/Sunday,  December  2 to  Wednesday,  December  5 


Fewer  pediatricians  accept  Medicaid  patients 
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My  Friends 
Tell  Me... 

Finding  the 
Right  Fax  Shelter 
Is  as  Simple 
as  Writing 

My  Own  Prescription. 

DON’T  LISTEN  TO  A FRIEND.  LISTEN  TO  A SPECIALIST. 

CALL  US:  (814)  238-0544. 

We’re  conducting  financial  planning  seminars  in  your  area. 

Call  for  information. 

Pennsylvania  Financial  Group,  Inc.  Lf 

Specialists  in  financial  planning  for  doctors. 

Offices  in  State  College,  Pittsburgh,  Greensburg , Allentown,  Philadelphia,  and  Baltimore,  MD. 
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Council  launches  physician  placement  service 


The  Council  on  Medical  Practice  will 
launch  a revised  physician  placement 
service  this  spring.  It  will  consist  of  a 
register  of  physicians  seeking  positions 
and  another  register  of  practice  oppor- 
tunities. The  service  will  be  a statewide 
clearinghouse  to  provide  information 
both  to  physicians  seeking  practice  op- 
portunities and  those  seeking  physi- 
cians. 

State  halts  last 

Because  of  a shortage  of  diphtheria/ 
pertussis/tetanus  vaccine  (DPT),  the 
state  Health  Department  is  temporar- 
ily halting  the  fourth  and  fifth  doses  of 
the  vaccine  given  to  children  until  its 
supply  has  improved. 

Robert  Gens,  MD,  director  of  the 
Health  Department’s  Division  of  Acute 
Infectious  Diseases,  said  the  shortage 
of  vaccine  has  developed  for  several  rea- 


The  Montgomery  County  Medical  So- 
ciety and  the  Philadelphia  County  Med- 
ical Society  have  agreed  to  become  part 
of  the  PMS  “County  Net.”  By  joining 
Berks  County,  the  pioneer  in  the  PMS 
computer  network,  these  three  societies 
either  are  or  will  be  linked  by  telephone 
lines  to  the  PMS  computer. 

By  pooling  computer  resources, 
Berks,  Montgomery,  and  Philadelphia 
can  access  their  membership  records 
from  the  PMS  computer.  These  coun- 
ties are  also  able  to  transmit  to  PMS 
changes  of  address,  dues  information, 
changes  in  membership  status,  and 
other  membership  messages  at  the 


Pennsylvania  is  one  of  four  states 
which  has  won  the  award  for  outstand- 
ing achievements  in  both  identifying 
and  registering  previously  unregistered 
voters  in  connection  with  the  AMA’s 
Project  MED  VOTE.  The  PMS  Auxil- 
iary was  honored  for  outstanding  par- 
ticipation in  the  project  at  the  1985 
AMA  Leadership  Conference. 

MEDVOTE  was  the  campaign  to 
boost  participation  of  the  medical  com- 


The  goal  of  the  service  is  to  link  doc- 
tors to  available  positions  and  those 
with  opportunities  for  physicians  to 
qualified  doctors.  There  will  be  a nomi- 
nal registration  charge,  with  discounts 
for  PMS  members  and  physicians  in 
residency  training.  The  registries  will 
be  published  bimonthly. 

Also  available,  beginning  in  February, 


sons.  Last  year,  Wyeth  Laboratories  of 
Radnor,  Pa.,  said  it  was  halting  vaccine 
production  because  of  rising  litigation 
costs.  A second  company,  Connaught 
Laboratories,  Inc.,  of  Swiftwater,  Pa., 
said  in  December  it  would  not  accept 
any  new  orders  for  the  vaccine  because 
it  was  unable  to  obtain  liability  insur- 
ance at  a satisfactory  cost. 

Pennsylvania’s  sole  source  for  the 


touch  of  a button.  And  because  of  built- 
in  security,  each  county’s  records  re- 
main confidential. 

These  counties  can  also  do  special 
sorts  of  their  membership  by  zip  code, 
specialty,  age,  etc.,  prepare  labels,  and 
handle  referrals  on  the  computer.  The 
systems  do  word  processing  and  ac- 
counting as  well  as  other  programs. 
They  also  work  independently  of  the 
PMS  computer. 

When  Montgomery  County  goes  on 
line  at  the  end  of  January  and  Philadel- 
phia in  May,  nearly  one  third  of  the 
PMS  membership  will  be  on  the  net- 
work. 


munity  in  the  1984  elections.  Members 
of  organized  medicine  and  of  the  auxil- 
iaries were  the  volunteers  for  this  non- 
partisan voter  registration  drive. 

The  Pennsylvania  chairman  of  the 
project  was  Mrs.  Isabelle  Servoss.  A 
past  president  of  the  PMS  Auxiliary 
and  a former  member  of  the  AMA  Aux- 
iliary Legislative  Committee,  she  is  a 
member  of  the  Pennsylvania  Medical 
Political  Action  Committee. 


will  be  a market  analysis  service  for 
physicians  who  want  information  about 
a prospective  practice  setting.  Physi- 
cian and  hospital  data,  demographics, 
and  information  on  third-party  involve- 
ment will  be  included.  A nominal  charge 
will  be  made  for  this  service. 

The  projects  received  the  approval  of 
the  PMS  Board  of  Trustees  in  January. 


DPT  vaccine  is  Lederle  Laboratories  of 
Wayne,  New  Jersey.  “Lederle  Laborato- 
ries was  suddenly  faced  with  increased 
requests  nationwide  for  the  vaccine,” 
Dr.  Gens  said,  “and  therefore  could  not 
guarantee  an  adequate  supply  for  the 
nation’s  1985  needs.  For  this  reason,  we 
will  maintain  records  of  children  for 
whom  the  fourth  and  fifth  DPT  doses 
have  been  deferred  so  that  we  can  vacci- 
nate them  with  the  remaining  two  doses 
of  the  series  when  the  supply  of  the  vac- 
cine has  improved.” 

Through  the  state’s  current  contract 
with  Lederle,  the  Health  Department 
supplies  the  vaccine  for  70  state  Health 
Centers  located  in  most  counties  of  the 
state. 

Dr.  Gens  said  it  is  anticipated  that 
shortages  in  the  Health  Department’s 
supply  of  the  vaccine  will  begin  in 
March  unless  additional  vaccine  be- 
comes available  from  the  manufacturer. 
Using  available  supplies  of  the  remain- 
ing vaccine  is  the  best  method  to  limit 
the  effects  of  the  shortage  while  at  the 
same  time  providing  protection  to  the 
youngest  children.  The  first  three  shots 
of  the  series— usually  given  at  age  two 
months,  four  months,  and  six  months— 
will  continue  to  be  given.  Dr.  Gens  said 
children  receive  most  of  their  protection 
from  the  diseases  by  receiving  the  first 
three  doses.  The  fourth  dose  is  given  at 
age  18  months;  the  fifth  between  the 
ages  of  four  and  seven  years. 

Dr.  Gens  said  that  although  private 
physicians,  hospitals,  and  private 
health  clinics  are  not  affected  by  the 
state’s  plan,  the  United  States  Public 
Health  Service  recommended  last 
month  a nationwide  postponement  of 
the  vaccine’s  last  two  doses.  Spot  short- 
ages had  begun  to  show  up  within  the 
state’s  private  sector. 


PMS  computer  network  grows 


Pennsylvania  cited  in  MEDVOTE  project 


two  doses  of  DPT  vaccine 
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PEOPLE 

UNDERSTAND  YOUR  PRACTICE 


Talk  to  us  about  how  the  following  will  impact 
on  your  practice  automation  needs: 


• October  1— Medicare  participation  agreements 

• January  1— Changes  in  Blue  Shield  (HCPCS)  coding 

• DRGs— Short  and  long-term  effects 


Solutions  for 
Physicians 


BEYOND  SOLUTIONS 


FORTUNE 

SYSTEMS 

It  outthinks  other  computers 
because  it  was  thought  out  better. 


Oak  Hill  Plaza,  200  North  Warner  Road,  King  of  Prussia,  PA  19406  (215)  265-0880 


medicine  and  socioeconomics 


For  completeness'  sake 


John  L.  Coulehan,  MD,  FACP 

A young  woman  came  into  our 
emergency  room  last  evening  with 
fever,  productive  cough,  and  a splitting 
headache.  Her  chest  x-ray  revealed  a 
left  lower  lobe  infiltrate.  Her  sputum 
was  loaded  with  white  cells  and  gram 
positive  diplococci.  The  resident  was 
particularly  concerned  about  her  head- 
ache with  photophobia  because  he  knew 
that  pneumococcal  meningitis  could 
sometimes  be  a complication  of  pneu- 
monia. She  was  alert,  oriented,  and  had 
no  meningeal  signs,  but  her  toxic  head- 
ache persuaded  him  to  do  a lumbar 
puncture  “for  completeness’  sake.” 
“Lucky  we  did,”  he  told  me,  “she  has 
four  polys  in  the  CSF." 

“That’s  not  very  many,”  I said,  “I’m 
not  sure  it  means  anything.” 

“But  any  polys  is  abnormal,”  he  re- 
minded me.  “We  can’t  take  a chance. 
We’re  treating  her  pneumonia,  she’s 
much  better,  her  headache’s  gone,  but 
we’ll  have  to  repeat  the  LP  in  twelve 
hours  . . .” 

I had  just  walked  over  from  Unit  96 
where  I had  wrestled  verbally  with  an 
intern  about  doing  an  echocardiogram 
“for  completeness’  sake.”  His  patient 
was  a young  man  who  had  some  epi- 
sodes of  vaguely  blurred  vision  on  the 
left  side,  associated  with  headaches.  A 
neurological  and  eye  evaluation  had 
proven  negative,  but  the  intern  spun 
another  last  ditch  scenario.  “We  can’t 
prove  they’re  TIAs.  They’re  atypical, 
that’s  for  sure,  and  he’s  only  32,  but 
still,  they  could  be.  If  we’re  looking  for 
emboli,  the  place  to  look  is  the  mitral 
valve.”  The  patient  had  neither  a mur- 
mur nor  ejection  click.  “So  we’ll  get  the 
echo  for  completeness’  sake.” 

For  completeness’  sake.  It’s  one  of 
those  pat  phrases  that  you  hear  daily 
on  rounds.  I’ve  come  to  think  of  Com- 
pleteness as  something  like  Big 
Brother,  an  unacknowledged  entity  that 
stalks  our  halls  demanding  daily  sacri- 
fices. We  gaze  furtively  at  one  another, 
wondering  what  evil  might  befall  us  if 
we  don’t  placate  Completeness.  We  all 
do  things  for  completeness’  sake,  and 
I’ve  begun  to  suspect  there  is  a di- 
lemma here.  Our  job  is  tp  help  sick  peo- 


ple. But  often,  when  we  say  we  are  do- 
ing things  for  completeness’  sake,  we 
are  not  also  doing  them  for  the  patient’s 
sake. 

When  a test  is  extremely  unlikely  to 
help  the  patient,  why  do  we  do  it?  When 
the  information  we  gain  won’t  make  us 
change  anything,  why  do  we  order  the 
study?  Of  course,  it’s  wrong;  we  all 
know  that.  This  is  clear  in  the  class- 
room and  in  the  essay;  but  at  the  hospi- 
tal, Completeness  keeps  confusing  the 
issue. 

Why  do  we  do  what  we  do  in  its 
name?  One  argument  I’ve  heard  is  that 
we  do  things  for  Completeness  because 
ours  is  a teaching  hospital.  But  I won- 
der how  much  water  that  holds.  Are  we 
trying  to  teach  the  students  and  house 
staff  to  avoid  clinical  judgment?  To  be 
illogical?  To  be  unscientific?  Discretion 
exemplifies  clinical  skill  far  better  than 
Completeness.  An  infatuation  with 
Completeness  only  serves  to  reinforce  a 
lack  of  confidence  in  our  medical  stu- 
dents and  house  officers. 

Another  argument  grows  from  the 
“what  if”  scenario.  What  if  the  four 
polys  explode  into  5,000  and  we  don’t 
know  about  it?  What  if  the  man  with 
metastatic  cancer  develops  bone  pain 
next  month  from  a lesion  we  had  not  al- 
ready documented?  If  you  ignore  proba- 
bility and  utility,  you  can  easily  spin  a 
yarn  between  any  two  points  in  medi- 
cine. Acute  hospital  care  is  crosssec- 
tional. We  must  collect  all  the  data, 
make  all  the  decisions,  inundate  the  pa- 
tient with  tests  or  treatments  now.  We 
feel  that  the  only  real  help  for  the  pa- 
tient is  the  help  we  can  immediately 
control.  Decisions  and  studies  cannot 
be  put  off  until  next  week  or  next 
month  because  “what  if  . . . ?”  It  is  a 
sort  of  mystical  thinking,  substituted 
for  probability,  utility,  and  close  obser- 
vation of  the  patient  over  time. 

The  recent-article  scenario  also 
emerges  frequently.  Completeness  dic- 


The  author  is  associate  professor  of  Commu- 
nity Medicine  at  the  University  of  Pitts- 
burgh School  of  Medicine. 


tates  that  we  order  special  tests  to 
check  some  of  our  pet  hypotheses  or 
satisfy  our  curiosity.  A recent  article 
showed  that  disease  X was  associated 
with  finding  Y,  so  we  order  a scan,  a col- 
lection, or  an  insertion  of  a tube  to  de- 
termine Y.  This  may  not  in  any  way  re- 
late to  the  patient’s  care.  It  would  be 
anti-intellectual,  we  say,  not  to  do  it.  We 
often  lack  restraint,  particularly  those 
of  us  in  academic  medicine,  when  it 
comes  to  juggling  our  need  to  know 
against  the  patient’s  best  interests.  But 
who  pays  for  all  this?  Neither  the  pa- 
tient nor  his  insurance  company  should 
have  to  pay  for  our  curiosity. 

Around  our  hospital  defensive  medi- 
cine is  the  least  frequent  argument,  at 
least  overtly,  in  support  of  Complete- 
ness. We  had  better  do  the  CT  scan  in 
this  fellow  with  a bumped  head  because 
the  case  may  end  up  in  court  some  day. 
Bad  results,  of  course,  are  frequent  in 
medicine,  but  malpactice  suits  gener- 
ally arise  when  bad  feelings  are  super- 
imposed on  bad  results.  Most  suits 
stem  from  poor  communication,  too  lit- 
tle time  spent  explaining  things,  misun- 
derstandings, and  personality  clashes. 
I’m  sure  that  if  we  order  enough  tests, 
occasionally  one  will  be  useful.  But  I 
wonder  how  many  errors  of  commis- 
sion, with  all  their  attendant  costs  and 
risks,  we  have  to  make  in  order  to  pre- 
vent one  serious  error  of  omission?  All 
of  those  errors  of  commission,  the  ex- 
cessive studies,  the  overtreatment  in 
the  name  of  Completeness,  must  consti- 
tute an  enormous  overlay  of  culturally- 
sanctioned  malpractice  which  rarely 
ends  up  in  court. 

These  arguments  don’t  amount  to 
much  logically,  although  they  carry 
some  emotional  weight.  Perhaps  there’s 
another  explanation,  a more  fundamen- 
tal one.  Could  it  be  that  Completeness 
is  our  Grendel,  a monster  lurking  below 
the  little  islands  of  reason  we  carry 
around,  an  atavistic  being  disguised  in 
the  clothes  of  science?  Could  it  be  a 
monster  that  thrives  upon  our  losing 
sight  of  the  sick  person  and  focusing 
too  intensely  on  the  numbers  and  pic- 
tures that  our  machines  create?  □ 
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BALANCED 
CALCIUM 
BT 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  arteiy  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

30  mg  and  6<)  inn  tablet* 

DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one.3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl  ]-2.3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -els-  The  chemical  structure  is: 


CH2CH;,NICH3)? 


Diltiazem  hydrochloride  is  a white  to  ofl-white  crystalline  powder 
with  a bitter  taste.  It  Is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  ot  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  Ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  etgonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  Is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  In  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  iscbemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovlne-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  In  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  iscbemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  In  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  orai 
doses  of  30  to  120  mg  of  CARDIZEM  result  In  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
cotonary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension, 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrocbloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  Tbe  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  ot  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  Intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  tanging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  In  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women,  thetefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  tbe  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  Incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  tbe  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%).  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (12%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  otder  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal: 

Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase  SGOT 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mq 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase.  SGOT, 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 


High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  expetience  of  the  treating 
physician. 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD^'s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS ) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1 771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49)  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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after  a nitrate, 

add  ISOPTIN 

verapamil  HCl/Knoll) 

ro  protect  your  patients,  as  well  as  their  quality  of  life, 
idd  Isoptin  instead  of  a beta  blocker. 


irst,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
y reducing  peripheral  resistance,  but  also  increases  coro- 
ary  perfusion  by  preventing  coronary  vasospasm  and 
ilating  coronary  arteries  — both  normal  and  stenotic, 
hese  are  antianginal  actions  that  no  beta  blocker 
an  provide. 

Second,  Isoptin  spares  patients  the 
)eta-blocker  side  effects  that  may 
ompromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
epression  are  rare.  Unlike  beta  blockers, 
optin  can  safely  be  given  to  patients  with 
isthma,  COPD,  diabetes  or  peripheral 
ascular  disease.  Serious  adverse 
eactions  with  Isoptin  are  rare 
it  recommended  doses;  the 
ingle  most  common  side 
jffect  is  constipation  (6.3%). 

Cardiovascular  contra- 
ndications  to  the  use  of 
soptin  are  similar  to  those 
)f  beta  blockers:  severe 
eft  ventricular  dysfunction, 
lypotension  (systolic  pres- 
.ure  <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
if  no  artificial  pacemaker  is  present) 
rod  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
soptin ...  for  more  comprehensive  antianginal 
urotection  without  side  effects  which  may 
iramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


obituaries 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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• Denotes  PMS  membership  at  death. 

• Robert  W.  Allen,  Reading;  Temple  University  Medical  School, 
1949;  age  66,  died  November  2,  1984.  Dr.  Allen  practiced  psychiatry 
for  more  than  40  years. 

• R.  Guy  Bashore,  West  Chester;  Jefferson  Medical  College,  1919; 
age  92,  died  November  24,  1984.  Dr.  Bashore  was  a general  practi- 
tioner in  Minersville  for  many  years. 

• C.  Henry  Bloom,  Altoona;  Jefferson  Medical  College,  1934;  age  76, 
died  November  17,  1984.  Dr.  Bloom  was  a family  practitioner  for  47 
years. 

• Thomas  A.  Boyd,  Sr.,  Springfield;  University  of  Pennsylvania 
School  of  Medicine,  1945;  age  62,  died  November  29,  1984.  Dr.  Boyd 
was  a genera]  practitioner  and  on  the  staff  of  the  Delaware  County 
Hospital,  Upper  Darby. 

• J.  Stephen  Calhoun,  Huntingdon;  National  Autonomous  Univer- 
sity of  Mexico,  Mexico  City,  1974;  age  37,  died  October  31,  1984.  Dr. 
Calhoun  practiced  internal  medicine  in  Huntingdon  for  4 years. 

• Octavius  A.  Capriotti,  Telford;  Hahnemann  Medical  College,  1936; 
age  73,  died  October  31,  1984.  Dr.  Capriotti  was  an  ophthalmologist 
in  the  Souderton-SeUersville  area. 

• Clement  C.  Chesko,  Natrona  Heights;  University  of  Pennsylvania 
School  of  Medicine,  1935;  age  74,  died  October  28,  1984.  Dr.  Chesko 
was  a urological  surgeon  and  practiced  in  the  Allegheny  Valley  for  40 
years. 

• David  Farell,  Yeadon;  Jefferson  Medical  College,  1928;  age  81, 
died  September  22,  1984.  Dr.  Farell  was  professor  emeritus  of  obstet- 
rics and  gynecology  at  Jefferson. 

• William  Doane  Frazier,  Penn  Valley;  University  of  Pennsylvania 
Medical  School,  1934;  age  76,  died  October  18,  1984.  Dr.  Frazier  was 
a pioneer  in  the  field  of  industrial  medicine  and  associate  professor  of 
clinical  surgery  at  the  University  of  Pennsylvania. 

• Robert  J.  Gaukler,  Villanova;  University  of  Michigan  Medical 
School,  1948;  age  60,  died  December  2,  1984.  Dr.  Gaukler  was  a psy- 
choanalyst. 

• Glen  G.  Gibson,  Gladwyne;  St.  Louis  University  Medical  School, 
1930;  age  78,  died  October  9,  1984.  Dr.  Gibson,  an  ophthalmologist, 
received  the  Distinguished  Service  Award  from  the  Pennsylvania 
Academy  of  Ophthalmology  and  Otolaryngology  in  1982. 

• David  H.  Goodman,  Elkins  Park;  Jefferson  Medical  College,  1935; 
age  76,  died  December  12,  1984.  Dr.  Goodman  specialized  in  internal 
medicine. 

• Andrew  W.  Goodwin,  Jr.,  Oil  City;  Hahnemann  Medical  College, 
1932;  age  80,  died  October  7,  1984.  Dr.  Goodwin  practiced  internal 
medicine  for  over  50  years. 

• John  F.  Gordon,  Philadelphia;  Georgetown  University  School  of 
Medicine,  1934;  age  78,  died  November  24,  1984.  Dr.  Gordon  special- 
ized in  orthopaedic  surgery. 

• G.  Richard  Hartz,  Lititz;  Philadelphia  College  of  Osteopathic  Med- 
icine, 1955;  age  53,  died  November  3,  1984.  Dr.  Hartz  was  the  chair- 
man of  the  department  of  Obstetrics  and  Gynecology  at  the  Lancas- 
ter Osteopathic  Hospital  and  the  past  president  of  the  American 
College  of  Osteopathic  Physicians  and  Surgeons. 

• Howard  F.  Heinkel,  Meadowbrook;  Hahnemann  Medical  College, 
1912;  age  96,  died  November  5,  1984.  Dr.  Heinkel  maintained  a prac- 
tice in  internal  medicine  for  more  them  54  years. 

• Paul  S.  Hoover,  York;  University  of  Pennsylvania  School  of  Medi- 
cine, 1948;  age  68,  died  November  13,  1984.  Dr.  Hoover  had  a family 
practice  in  Windsor  for  27  years. 
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Angina  conies  in 
many  forms... 


So  does 

S0RB1TRATE 

(ISOSORBIDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


■'.k 


5 mg  10  mg 

Chewable  Tablets 


5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Oral  “Swallow”  Tablets  Sustained  Action 

“Swallow"  Tablets 
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See  following  page  for  brief  summary  of  prescribing  information. 


SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  wuh  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg),  Chewable  Tablets  (5, 10  mg), 
Oral  Tablets  (5, 10. 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 


STUART  PHARMACEUTICALS 

Division  oi  ICI  Americas  Inc. 

Wilmington,  DE  19897 
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obituaries 


• Wallace  Eckley  Hopkins,  Dallastown;  Jefferson  Medical  College, 
1930;  age  78,  died  December  6,  1984.  Dr.  Hopkins,  a family  practi- 
tioner, was  a former  president  of  the  York  County  Medical  Society. 

• Nelson  Johnson,  Butler;  University  of  Pittsburgh  School  of  Medi- 
cine, 1957;  age  56,  died  October  28,  1984.  Dr.  Johnson  was  a family 
practitioner. 

• Arthur  R.  Koenig,  Sun  City,  FL;  University  of  Pittsburgh  School 
of  Medicine,  1931;  age  76,  died  November  18,  1984.  Dr.  Koenig  was  a 
general  practitioner  in  Edgewood  for  50  years. 

• N.A.  Kopelman,  New  Kensington;  Jefferson  Medical  College, 
1921;  age  86,  died  November  8,  1984.  Dr.  Kopelman  specialized  in 
cardiovascular  diseases  and  was  a former  president  of  the  Westmore- 
land County  Medical  Society. 

• Joseph  F.  Lipinski,  New  Kensington;  Jefferson  Medical  College, 
1937;  age  76,  died  October  11,  1984.  Dr.  Lipinski,  a general  surgeon, 
was  past  president  of  the  Westmoreland  County  Medical  Society. 

• Frederick  S.  Lytel,  Conshohocken;  Jefferson  Medical  College, 
1955;  age  57,  died  November  3,  1984.  At  the  time  of  his  death,  Dr. 
Lytel  was  director  of  the  family  practice  residence  program  at 
Abington  Memorial  Hospital. 

• Thomas  Francis  McHugh,  Scranton;  Jefferson  Medical  College, 
1930;  age  81,  died  October  8,  1984.  Dr.  McHugh  was  a general  practi- 
tioner for  50  years. 

• Craig  Wright  Muckle,  Villanova;  University  of  Pennsylvania 
School  of  Medicine,  1932;  age  79,  died  October  26,  1984.  Dr.  Muckle 
was  a founding  Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists. 

• Clyde  V.  Musselman,  Millersville;  Temple  University  Medical 
School,  1936;  age  78,  died  October  25,  1984.  Dr.  Musselman  was  a 
family  physician  for  41  years. 

• William  F.  Nelms,  Clearwater,  FL;  Columbia  University  College  of 
Physicians  and  Surgeons,  1925;  age  84,  died  October  29,  1984.  Dr. 
Nelms  was  an  obstetrician/gynecologist  in  Sunbury  for  20  years. 

• Delmar  R.  Palmer,  Erie;  Ohio  State  University,  1926;  age  82,  died 
December  11,  1984.  Dr.  Palmer,  an  obstetrician/gynecologist,  was  a 
past  president  of  the  Erie  County  Medical  Society. 

• Beatrice  Rettinger,  Sunbury;  Women's  Medical  College  of  Phila- 
delphia, 1930;  age  82,  died  October  6,  1984.  Dr.  Rettinger  was  a gen- 
eral practitioner. 

• L.  Louis  Rinaldi,  Scranton;  Jefferson  Medical  College,  1938;  age 
71,  died  October  26,  1984.  Dr.  Rinaldi  was  an  ophthalmologist. 

• Joseph  P.  Robinson,  Bethlehem;  Jefferson  Medical  College,  1934; 
age  76,  died  October  7,  1984.  A specialist  in  occupational  medicine, 
Dr.  Robinson  retired  from  his  post  as  medical  director  of  the  Bethle- 
hem plant  of  Bethlehem  Steel  Corporation  in  1973. 

• Samuel  E.  Rynes,  Philadelphia;  University  of  Pennsylvania  School 
of  Medicine,  1934;  age  76,  died  November  26,  1984.  An  allergist,  Dr. 
Rynes  was  formerly  an  associate  professor  of  medicine  at  Jefferson 
Medical  College. 

• Herman  M.  Schreiner,  Virginia  Beach,  VA;  Jefferson  Medical  Col- 
lege, 1932;  age  77,  died  October  27,  1984.  Dr.  Shreiner  was  a general 
surgeon  in  Lansdale  for  more  than  40  years. 

• Bruce  P.  Sherman,  Haddon  Heights,  NJ;  University  of  Pennsylva- 
nia School  of  Medicine,  1965;  age  43,  died  November  24,  1984.  Dr. 
Sherman  specialized  in  nuclear  medicine. 

• Lester  C.  Shrader,  Churchill;  University  of  Pittsburgh  School  of 
Medicine,  1930;  age  81,  died  December  10,  1984.  Dr.  Shrader  special- 
ized in  internal  medicine. 
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• Jay  Donald  Smith,  Tucson,  AZ;  University  of  Pennsylvania 
School  of  Medicine,  1922;  age  87,  died  October  16,  1984.  At  one  time 
Dr.  Smith  was  chief  of  the  otolaryngology  staff  at  the  Polyclinic 
Medical  Center,  Harrisburg. 

• Frank  W.  Thomas,  Jr.,  Allison  Park;  University  of  Pittsburgh 
School  of  Medicine,  1955;  age  56,  died  November  30,  1984.  Dr. 
Thomas  was  a thoracic  and  general  surgeon. 

• Raymond  Michael  Wargovich,  McKeesport;  Jefferson  Medical 
College,  1954;  age  61,  died  December  16,  1984.  Dr.  Wargovich  had  a 
family  practice  and  was  formerly  plant  physician  at  U.S.  Steel  Cor- 
porations National  Works  in  McKeesport. 

• George  R.  Wentzel,  Sunbury;  Jefferson  Medical  College,  1938;  age 
76,  died  September  30,  1984.  Dr.  Wentzel  was  an  ophthalmologist. 

• William  H.  Wood,  Natrona  Heights;  University  of  Pittsburgh 
School  of  Medicine,  1911;  age  99,  died  August  28,  1984.  Dr.  Wood 
was  a surgeon. 

Harriet  M.  Arey,  Narberth;  Johns  Hopkins  School  of  Medicine,  1938; 
age  73,  died  November  23,  1984.  Dr.  Arey  was  professor  emeritus  of 
pediatrics  at  the  Medical  College  of  Pennsylvania. 

Adrian  Vincent  Casey,  Scranton;  Georgetown  Medical  School,  1938; 
age  72,  died  October  5,  1984.  Dr.  Casey  specialized  in  internal  medi- 
cine and  was  past  president  of  the  Lackawanna  County  Heart  Asso- 
ciation. 

William  Stem  Delp,  Lansdale;  Philadelphia  College  of  Osteopathic 


Medicine,  1924;  age  91,  died  September  27,  1984.  Dr.  Delp  was  a 
physician  for  over  40  years. 

Edwin  J.  Euphrat,  Harrisburg;  State  University  of  New  York  Down- 
state  College  of  Medicine,  1934;  age  77,  died  October  31,  1984.  Dr. 
Euphrat  was  a radiologist. 

Ralph  E.  Hockenberry,  Kane;  University  of  Pittsburgh  School  of 
Medicine,  1930;  age  82,  died  November  14,  1984.  Dr.  Hockenberry 
was  a family  practitioner  in  Smethport  and  Kane. 

John  A.  Jakabcin,  Morrisville;  Hahnemann  Medical  College,  1951; 
age  69,  died  October  11,  1984.  Dr.  Jakabcin  was  a family  practitioner 
in  Feasterville  for  21  years. 

Samuel  Nesbitt,  Skytop;  Harvard  Medical  School,  1935;  age  76,  died 
November  27,  1984.  A specialist  in  internal  medicine,  Dr.  Nesbitt 
had  been  the  editor  of  the  Navy  Medical  Journal. 

Fiore  F.  Trombetta,  Philadelphia;  Temple  University  Medical  School, 
1930;  age  78,  died  November  2,  1984.  Dr.  Trombetta  was  a family 
practitioner  in  South  Philadelphia  for  more  than  50  years. 

Arthur  O.  Weinert,  Wapwallopen;  Philadelphia  College  of  Osteo- 
pathic Medicine;  age  89,  died  October  9,  1984.  Dr.  Weinert  was  an 
oesteopath  in  the  Allentown  area  for  53  years. 

Wilbur  H.  York,  Doylestown;  Johns  Hopkins  Medical  School,  1923; 
age  90,  died  November  8, 1984.  Dr.  York,  a specialist  in  internal  medi- 
cine, was  director  of  student  health  at  Princeton  University  from 
1936  to  1962. 


Jefferson  Medical  college  of  Thomas  Jefferson  university 


presents 

3RD  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE 

May  8,  9,  & 10, 1985 
Solis  Cohen  Auditorium 
Jefferson  Alumni  Hall 

A two  and  one-half  day  intensive  symposium  sponsored  by  the  Department  of  Medicine,  at 
Jefferson  Medical  College,  1025  walnut  Street,  Philadelphia,  Pennsylvania. 

approved:  17  credit  hours  in  category  I 
WiBlis  C.  Maddrey,  MD  Program  Director 
John  H.  Martin,  MD  Associate  Director 

A registration  fee  of  $350.00  includes  course  syllabus,  continental  breakfast,  coffee  breaks, 
luncheons,  and  a reception. 

For  information  and  registration  call:  The  Office  of  Continuing  Medical 
Education  at  (215)  928-6992. 
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practice  management 

Checking  references  important  in  hiring 


Reference  Questions  for  Hiring  a Physician 

Reference  checking  should  be  made  by  telephone,  rather  than  in  writing,  and  should  be 

done  in  addition  to  checking  the  physician’s  credentials. 

1 . Do  you  presently  work  with  the  physician?  In  what  capacity? 

2.  Do  you  personally  have  any  reason  to  question  the  medical  competence  of  the  physician? 

3.  Have  you  ever  heard  any  doubts  or  concerns  expressed  about  the  physician’s  competence 
by  other  physicians,  hospital  staff,  or  administration? 

4.  Does  the  physician  interact  well  with  other  physicians  and/or  hospital  staffs?  Is  he/she  well 
liked  and  respected  by  them? 

5.  Are  you  aware  of  any  patient  complaints  about  the  doctor’s  performance  either  medically  or 
personally? 

6.  Is  there,  in  your  opinion,  any  reason  why  the  physician  would  not  be  a good  choice  to  join  a 
private  practice,  with  the  possibility  the  relationship  would  develop  into  a partnership? 


Reference  Questions  for  Hiring  Staff 

1.  How  long  was  the  person  employed  by  you? 

2.  What  was  his/her  starting  salary  and  salary  at  termination? 

3.  When  did  this  person  leave  your  employment?  Why  did  he/she  leave? 

4.  What  were  his  /her  duties? 

5.  Were  these  duties  performed  to  your  satisfaction? 

6.  Was  he/she  punctual? 

7.  Was  absenteeism  a problem? 

8.  Did  family  or  personal  matters  reflect  on  work  performance? 

9.  Did  this  person  handle  money  for  you?  Was  he/she  bonded? 

10.  Did  this  person  get  along  well  with  co-workers? 

1 1 . Did  this  person  get  along  well  with  the  practice  patients?  Were  there  ever  any  patient 
complaints  about  him/her? 

12.  What  did  he/she  do  best?  Worst? 

13.  Would  you  rehire  this  person? 

14.  Would  you  recommend  he/she  be  hired  for  another  position  in  the  health  care  field? 


Dorothy  R.  Sweeney 

Leif  C.  Beck,  CPBC,  LLB 

Geoffrey  T.  Anders,  JD,  CPBC,  CPA 

We  firmly  believe  in  the  absolute 
rule  for  recruiting  of  medical  of- 
fice staff— never  hire  an  applicant  until 
you  have  checked  prior  work  references. 
A careful  reference  check  provides  one 
last  chance  to  unearth  any  potential 
problems. 

Reference  checking,  while  important 
in  hiring  staff,  is  even  more  important 
when  recruiting  for  a physician.  The  ref- 
erences of  a young  doctor  who  may  be- 
come a partner/co-owner  for  decades  re- 
quire careful  scrutiny.  The  investment 
the  practice  makes  on  its  new  physician 
in  the  first  year  of  employment  alone 
justifies  extreme  caution.  But  the  im- 
portance of  reference  checking  often  is 
overlooked. 

Interviews,  social  time,  and  even 
short  spurts  of  work  sharing  are  all  use- 
ful in  evaluating  the  new  doctor.  They 
should  help  identify  whether  he  or  she 
will  fit  interpersonally  as  well  as  profes- 
sionally. Every  possible  piece  of  infor- 
mation should  be  sought,  and  that  cer- 
tainly includes  careful  follow-up  on 
references. 

How  to  check 

The  principles  used  in  checking  refer- 
ences for  physicians  or  medical  office 
staff  are  the  same.  First,  make  an  in- 
quiry by  telephone.  Unfavorable  obser- 
vations will  rarely  be  provided  by  letter, 
but  the  voice  inflections  of  the  person 
responding  over  the  telephone  often  tell 
more  than  the  actual  words.  Listen  to 
what  is  not  being  said,  and  be  able  to 
hear  between  the  lines. 

Second,  make  the  telephone  calls  on  a 
peer-to-peer  basis.  When  hiring  a physi- 
cian, the  doctor  should  speak  personally 
to  the  references,  who  should  include  at 
least  the  chief  of  every  department 
where  the  young  doctor  has  trained  or 
worked,  as  well  as  any  other  senior  phy- 
sicians involved.  When  hiring  staff,  if 
the  previous  employer  was  a physician 
or  business  executive,  the  hiring  doctor 


should  make  the  call.  If  the  employer 
listed  is  an  office  manager  or  supervi- 
sor, the  practice  business  manager 
should  do  the  checking. 

Third,  plan  what  questions  you  will 
ask.  As  a guide,  we  have  listed  in  this 
article  a series  of  questions  to  be  used 
when  hiring  both  physicians  and  staff. 
Jotting  answers  to  the  reference  ques- 
tions in  the  margin  of  the  resume  will 
enable  you  to  review  the  entire  situa- 
tion at  a later  time.  In  addition,  any 


The  authors  are  the  principal  consultants  of 
The  Health  Care  Group,  Bala  Cynwyd. 


special  concerns  or  areas  of  interest  you 
wish  to  emphasize  could  be  explored  in 
more  detail. 

Finally,  make  sure  you  tell  the  appli- 
cants you  will  be  calling  the  references. 
This  is  especially  important  when  re- 
cruiting staff  and  checking  with  present 
employers. 

Nothing  can  assure  that  the  selected 
and  hired  applicant  will  actually  work 
out.  Intelligent  questioning  of  prior  em- 
ployers will,  however,  help  reduce  your 
chances  of  a mistake.  Reference  check- 
ing is  worthwhile,  even  though  time 
consuming,  if  it  keeps  you  from  making 
a poor  employment  choice.  □ 
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New  studies 
uncover  the 
potassium  effects  of 
beta-2  blockade 


Clinical  pharmacology 
data  from  the 
New  England  Journal 

of  Medicine: 

[..when  normal  young  men  are  given  infu- 
sions of  epinephrine  at  levels  such  as  those 
that  circulate  in  patients  with  myocardial 
infarction,  their  serum  potassium  concen- 
trations fall  by  about  0.8  mmol  per  liter. 
Hypokalemia  is  prevented  by... beta-2 
blockade."' 


INDERAL 
(propranolol  HCI) 
prevented  beta-2 
mediated  hypokalemia 

In  a pharmacological  study  comparing 
INDERAL  with  atenolol,  10  hypertensive 
patients  were  infused  with  the  nonselective 
beta  agonist,  isoproterenol,  which  also 
stimulates  beta-2  mediated  hypokalemia. 
At  doses  high  enough  to  overcome  beta-1 
mediated  heart  rate  reductions,  the  hypo- 
kalemia caused  by  isoproterenol  was 
blunted  by  INDERAL,  but  not  by  atenolol.2 


INDERAL  compared  with  atenolol: 
change  in  plasma  potassium  after 
beta-agonist  infusion2 


Atenolol,  100  mg  qd 
No  beta  blockade 


—adapted  from 
Vincent  et  al.  p 1122 


Epinephrine- 
induced  hypokalemia 
can  intensify 
diuretic-induced 
hypokalemia 


From  the  Lancet: 

"Although  both  diuretics  and  adrenaline  are 
known  to  cause  hypokalaemia,  we  believe 
that  this  is  the  first  demonstration  that  these 
two  factors  can  act  in  an  additive  manner. 
Routine  monitoring  of  serum  potassium  in 
patients  on  thiazide  diuretics  may  under- 
estimate the  risks  of  hypokalaemia."3 

Epinephrine  drives  potassium  into  cells- 
an  effect  that  has  been  shown  to  be  under 
beta-2  receptor  control4;  thiazides  promote 
excretion  of  potassium.  When  these  ac- 
tions occur  together,  hypokalemia  can 
intensify  significantly.3 


Epinephrine-induced 
hypokalemia  can  cause 
ECG  abnormalities 
typical  of  other  forms 
of  hypokalemia 

In  a study  of  the  effects  of  epinephrine- 
induced  hypokalemia  on  the  electro- 
cardiogram, it  was  shown  that  levels  of 
plasma  epinephrine  similar  to  those 
observed  during  myocardial  infarction 
can  produce  changes  in  ventricular  re- 
polarization, which  are  reflected  in 
T-wave  flattening  and  QT  prolonga- 
tion in  normal  subjects.5 

In  clinical  pharmacology  studies  of  hyper- 
tensive and  normal  patients,  epinephrine- 
induced  hypokalemia  was  prevented  by 
beta-2  blockade.2  4 
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Once-daily  1NDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Patients  with  "uncomplicated"  hyper- 
tension may  develop  ventricular 
arrhythmias  in  the  presence  of  hypo- 
kalemia.6 Once-daily  INDERAL  LA 
maintains  smooth  blood  pressure  reduc- 
tions without  a negative  effect  on  serum 
potassium  and  provides  patients  with 
broad  cardiovascular  benefits — all  in 
a convenient  daily  dose. 

Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma, 
fly 


And  for  lifetime 
benefits  in  foundation 
treatment  of  angina 

Once-daily  INDERAL  LA  provides  24-hour 
control  of  angina  symptoms-plus  the 
cardiovascular  benefits  of  the  world's  lead- 
ing beta  blocker.  And  unlike  calcium 
channel  blockers,  INDERAL  LA,  alone  or 
with  a nitrate,  is  recommended  for  first-line 
treatment  of  stable  angina. 

Simply  start  new  patients  on  80  mg 
INDERAL  LA  once  daily.  Dosage  may 
be  increased  to  160  mg  once  daily  to 
achieve  maximal  control. 


The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
Please  see  last  page  for  brief  summary  of  prescribing  information. 


80  mg  120  mg  160  mg 
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The  appearance  ol  these  tablets  is  a registered  trademark  ot  Ayerst  Laboratories. 
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The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULARS  ) 
INDERAL'  (propranolol  hydrochloride)  Tablets  and  Injectable 
INDERAL'  LA  (propranolol  hydrochloride)  Long  Acting  Capsules 
INDICATIONS  AND  USAGE— INDERAL  Tablets 
Hypertension:  INDERAL  (propranolol  hydrochloride)  is  indicated  in  the  management  ot 
hypertension  It  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  NDERAL  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Cardiac  Arrhythmias: 

1. )  Supraventricular  arrhythmias 

a)  Paroxysmal  atrial  tachycardias,  particularly  those  arrhythmias  induced  by  cate- 
cholamines or  digitalis  or  associated  with  the  Wolff-Parkinson-White  syndrome  (See  W-P-W 
under  WARNINGS ) b)  Persistent  sinus  tachycardia  which  is  noncompensatory  and  impairs 
the  well-being  of  the  patient  c)  Tachycardias  and  arrhythmias  due  to  thyrotoxicosis  when 
causing  distress  or  increased  hazard  and  when  immediate  effect  is  necessary  as  adjunctive, 
short  term  (2-4  weeks)  therapy  May  be  used  with,  but  not  in  place  of,  specific  therapy  (See 
Thyrotoxicosis  under  WARNINGS  ) d)  Persistent  atrial  extrasystoles  which  impair  the  well- 
being of  the  patient  and  do  not  respond  to  conventional  measures  e)  Atrial  flutter  and 
fibrillation  when  ventricular  rate  cannot  be  controlled  by  digitalis  alone,  or  when  digitalis  is 
contraindicated 

2. )  Ventricular  tachycardias 

Ventricular  arrhythmias  do  not  respond  to  propranolol  as  predictably  as  do  the  supra- 
ventricular arrhythmias  a)Ventricular  tachycardias  With  the  exception  of  those  induced  by 
catecholamines  or  digitalis,  INDERAL  is  not  the  drug  of  first  choice  In  critical  situations  when 
cardioversion  technics  or  other  drugs  are  not  indicated  or  are  not  effective,  INDERAL  may  be 
considered  If,  after  consideration  of  the  risks  involved,  INDERAL  is  used,  it  should  be  given 
intravenously  in  low  dosage  and  very  slowly.  (See  DOSAGE  AND  ADMINISTRATION  ) Care  in 
the  administration  ol  INDERAL  with  constant  electrocardiographic  monitoring  is  essential  as 
the  /ailing  heart  requires  some  sympathetic  drive  lor  maintenance  of  myocardial  tone  b) 
Persistent  premature  ventricular  extrasystoles  which  do  not  respond  to  conventional  mea- 
sures and  impair  the  well-being  of  the  patient 

3. )  Tachyarrhythmias  of  digitalis  intoxication 

If  digitalis-induced  tachyarrhythmias  persist  following  discontinuance  of  digitalis  and  cor- 
rection of  electrolyte  abnormalities,  they  are  usually  reversible  with  oral  INDERAL.  Severe 
bradycardia  may  occur.  (See  OVERDOSAGE  ) Intravenous  propranolol  hydrochloride  is 
reserved  for  life-threatening  arrhythmias.  Temporary  maintenance  with  oral  therapy  may  be 
indicated  (See  DOSAGE  AND  ADMINISTRATION  in  the  package  circulars  ) 

4. )  Resistant  tachyarrhythmias  due  to  excessive  catecholamine  action  during  anesthesia 
Tachyarrhythmias  due  to  excessive  catecholamine  action  during  anesthesia  may  some- 
times arise  because  of  release  of  endogenous  catecholamines  or  administration  of  cate- 
cholamines When  usual  measures  fail  in  such  arrhythmias,  INDERAL  may  be  given 
intravenously  to  abolish  them  All  general  inhalation  anesthetics  produce  some  degree  of 
myocardial  depression  Therefore,  when  INDERAL  (propranolol  hydrochloride)  is  used  to 
treat  arrhythmias  during  anesthesia,  it  should  be  used  with  extreme  caution  and  constant 
ECG  and  central  venous  pressure  monitoring  (See  WARNINGS  ) 

Myocardial  Infarction:  INDERAL  is  indicated  to  reduce  cardiovascular  mortality  in 
patients  who  have  survived  the  acute  phase  of  myocardial  infarction  and  are  clinically  stable 
Migraine:  INDERAL  is  indicated  for  the  prophylaxis  of  common  migraine  headache  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 
Hypertrophic  Subaortic  Stenosis:  INDERAL  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta  receptor  stimulation 
Clinical  improvement  may  be  temporary. 

Pheochromocytoma:  After  primary  treatment  with  an  alpha-adrenergic  blocking 
agent  has  been  instituted,  INDERAL  may  be  useful  as  adjunctive  therapy  if  the  control  of 
tachycardia  becomes  necessary  before  or  during  surgery 
It  is  hazardous  to  use  INDERAL  unless  alpha-adrenergic  blocking  drugs  are  already  in 
use,  since  this  would  predispose  to  serious  blood  pressure  elevation  Blocking  only  the 
peripheral  dilator  (beta)  action  of  epinephrine  leaves  its  constrictor  (alpha)  action 
unopposed 

In  the  event  of  hemorrhage  or  shock,  there  is  a disadvantage  in  having  both  beta  and 
alpha  blockade  since  the  combination  prevents  the  increase  in  heart  rate  and  peripheral 
vasoconstriction  needed  to  maintain  blood  pressure 
With  inoperable  or  metastatic  pheochromocytoma,  INDERAL  may  be  useful  as  an  adiunct 
to  the  management  of  symptoms  due  to  excessive  beta  receptor  stimulation 
INDICATIONS  AND  USAGE— INDERAL  LA  Long  Acting  Capsules 
Hypertension:  INDERAL  LA  (propranolol  hydrochloride)  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihyperten- 
sive agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management 
of  hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for 
the  long-term  management  of  patients  with  angina  pectoris 
Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 
Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-in- 
duced angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  perfor- 
mance. The  effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a 
reduction  of  the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor 
stimulation.  Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  and  INDERAL  LA  are  contraindicated  in  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial 
asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a 
tachyarrhythmia  treatable  with  INDERAL 


WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up 
in  patients  with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  ot 
INDERAL  (propranolol  hydrochloride)  therapy  Therefore,  when  discontinuance  of 
INDERAL  is  planned  the  dosage  should  be  gradually  reduced  over  at  least  a few  weeks, 
and  the  patient  should  be  cautioned  against  interruption  or  cessation  of  therapy  without 
the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and  exacerbation  of  angina 
occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take  other  measures 
appropriate  for  the  management  of  unstable  angina  pectoris  Since  coronary  artery 
disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  pro- 
pranolol for  other  indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g.,  dobutamine  or  iso- 
proterenol However,  such  patients  may  be  sub|ect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta 
blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  func- 
tion tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with 
impaired  hepatic  or  renal  function.  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or 
orthostatic  hypotension. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility  Long-term  studies  In  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of 
significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of 
the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility 
that  was  attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  In 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human 
dose 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  A V block;  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances;  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsychometrics 
Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  lever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 
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PLASMA  LORAZEPAM 
CONCENTRATION  (ng/ml) 


Among  leading  benzodiazepines, 
only  Ativan  has  proof... 
pharmacokinetics  not  significantly 
altered  by  age.1 


Representative  charts  of  comparison  testing 


Lorazepam  is  nearly  1 00  percent  bioavailable 
by  the  intramuscular  and  oral  routes, 
as  compared  to  the  intravenous.  Therefore, 
data  for  clearance  of  intravenous 
lorazepam  are  equally 
applicable  to  oral 
lorazepam 


• Clearance  not  significantly  delayed  by  age, 
liver  or  kidney  dysfunction 

• Cumulative  sedative  effects  seldom  a problem 

• Available  in  0.5-mg  tablets  to  facilitate  the 
recommended  geriatric  starting  dosage 


1 Greenblatt  DJ:  Clinical  study,  pharmacokinetics  and  bioavailability  in  the 
elderly,  Ativan®  (lorazepam).  Data  on  file,  Wyeth  Laboratories 
*Fourteen  subjects,  aged  60  to  84  years,  participated  in  the  study.  Twelve 
subjects,  aged  1 9 to  32  years,  served  as  "young  controls.”  Subject  dosage  was 
adjusted  for  body  weight  and  ranged  from  1 .5  mg  to  3 0 mg  of  lorazepam. 
Within  the  study,  lorazepam  clearance  was  monitored  following  IV,  IMand 
oral  administration  in  the  elderly  group  and  following  IV  administration  in  the 
control  group . The  effect  of  aging  on  total  clearance  of  lorazepam  was 
relatively  small  and  not  statistically  significant.  Half-life  values  following  the 
three  different  routes  of  administration  were  essentially  identical 
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Ativan 

(lorazepam)^ 

See  important  information  on  following  page. 


Brief  Summary  of  Prescribcng  Information. 
Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 

O or  tension  associated  with  stress  of  everyday  life  usually  does 

not  require  treatment  with  an  anxiolytic 
Effectiveness  in  long-term  use.  i.e.,  more  than  4 months,  has  not 
*\  been  assessed  by  systematic  clinical  studies  Reassess  periodically 

_ usefulness  of  the  drug  for  the  individual  patient 

^ Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 

glaucoma 

^ Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-actmg  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants. 

Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions. tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
eg.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months. 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 


CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed. 

FFtEGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis.  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide.  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuromde 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation.  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S.R  Usefulness  of  dialysis  has  not  been  determined. 


e Ativan 

rOr(lorazepam) 

Anxiety 


DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia,  PA  19101 


in  my  opinion 


A question  of  logo 

A neurologist  once  commissioned  a local  artist  to  develop 
a logo  for  his  practice.  The  neurologist  planned  to  use  it  on 
his  letterhead,  business  cards,  and  other  professional  papers, 
including  his  referral  cards  and  prescription  blanks.  The 
logo,  according  to  marketing  professionals  and  the  artist, 
would  distinguish  the  neurologist’s  practice  by  projecting 
the  images  of  medical  skill  and  personal  sophistication. 

To  assure  that  his  new  logo  portrayed  him  accurately,  the 
neurologist  spent  many  hours  with  the  artist,  discussing 
those  significant  details  that  in  his  view  set  his  practice 
apart  from  others  in  the  area.  He  also  talked  about  his  avail- 
ability to  his  patients,  his  enthusiasm  for  his  teaching  re- 
sponsibilities, and  his  prompt  response  to  his  referring  col- 
leagues. 

The  symbol  that  emerged  contained  a caduceus,  a pair  of 
clouds,  and  a trio  of  stars.  Although  fortunately  not  of  astro- 
nomic proportions,  all  the  logo  needed  to  qualify  for  me- 
terorological  integrity  was  a rainbow.  Happily,  the  neurolo- 
gist recognized  that  the  value  of  the  new  logo  was  limited  to 
the  artist’s  fee.  He  paid  for  the  work,  ordered  a frame,  and 
assigned  it  to  an  empty  space  on  his  consultation  room  wall. 
There  it  remains  as  a reminder  of  both  the  effort  and  its  re- 
jection. 

AT&T  has  a logo.  So  do  IBM  and  EXXON.  Frequently  of 
late,  automobiles  are  distinguished  by  the  designs  they  wear 
on  their  noses. 

More  and  more  often,  essays  on  medical  marketing  sug- 
gest that  physicians  commission  distinctive  logotypes  to  po- 
sition their  practices  and  gain  recognition  in  the  eyes  of  their 
patients,  their  colleagues,  and  their  communities. 

Not  necessarily  so! 

Without  question,  a logo  can  help  to  create  and  maintain  a 
positive  image  of  whatever  it  is  that  its  owner  wishes  to  con- 
vey. In  order  to  work,  however,  a logo  must  communicate  to 
consumers  the  values  they  desire.  And  a communicating 
logo  first  requires  expert  design— the  kind  that  costs  a great 
deal  of  money  if  it  is  to  have  any  expectation  of  success. 
Next,  the  proposed  design  must  be  extensively  tested.  Such 
research  will  demonstrate  if  the  design  communicates  to  its 
targets  what  it  says  to  its  designer.  Then,  to  create  consumer 
awareness— which  is  what  the  presenter  intends  when  he 
commissions  a logo— the  final  product  must  be  exposed  and 
reinforced  with  the  kind  of  frequency  that  Prudential  em- 
ployed when  it  joined  company  with  Gibraltar. 

It’s  true  that  a medical  practice  logo  makes  its  presenter 


The  author  is  a marketing  consultant  specializing  in  the  health  care 
field  and  is  editor  of  the  quarterly,  Profiles  in  Hospital  Marketing. 


feel  pretty  special.  After  all,  it  rapidly  becomes  clear  that  the 
holder  of  the  design  is  progressive  enough  to  perceive  the 
need  for  it,  affluent  enough  to  pay  for  it,  and  sophisticated 
enough  to  display  it.  But  the  satisfaction  of  subconscious 
ego  needs  probably  do  not  justify  the  effort  and  expense  of 
logo  development,  especially  when  the  odds  that  the  logo 
will  justify  its  own  existence  are  slim,  indeed. 

In  addition,  a logo  may  actually  be  harmful  to  the  practice 
it  is  intended  to  support.  Individual  perceptions  are  as  differ- 
ent as  the  physiognomies  of  patients;  what  the  designer  had 
in  mind  may  be  completely  foreign,  or  distasteful,  to  behold- 
ers. 

Consider  the  caduceus  or  staff  of  Aesculapius.  Many  prac- 
tices and  numerous  medical  societies  incorporate  in  their  lit- 
erature and  on  their  public  communications  one  or  two 
snakes  coiled  around  a staff.  In  some  cultures,  such  reptiles 
enjoy  social  status  or  worship.  But  in  others,  snakes  repel, 
not  attract.  Although  the  medical  collegiality  projected  by 
propinquity  to  snakes  is  unquestionably  widespread,  one 
wonders  if  the  images  the  public  perceives  are  truly  pleas- 
ant. Perhaps,  then,  snakes  and  staffs  are  better  left  to  the 
Aesculapian  art  on  the  friezes  of  Michelangelo,  or  in  the  rep- 
tile houses  in  the  local  zoos. 

Logos  are  only  a single  aspect  of  a communications  pro- 
gram. Their  purpose  is  to  create  consumer  awareness,  but 
they  have  their  greatest  impact  when  they  project  a value 
that  consumers  seek.  On  their  own,  it  is  highly  unlikely  that 
logos  will  create  the  kind  of  positive  awareness  that  leads  to 
the  use  of  services  and  programs.  And  as  promotional  vehi- 
cles for  medical  practices,  logos  will  work  only  if  they  gener- 
ate recognition,  and  then  project  those  values  consumers  are 
willing  to  exchange. 

The  first  task  for  physicians  wishing  to  develop  practice 
bases  or  strengthen  existing  ones  should  be  to  build  commu- 
nication with  their  different  publics.  Each  should  be  ad- 
dressed according  to  its  own  needs.  Perhaps  referring  physi- 
cians want  prompter  reports;  perhaps  patients  want 
extended  hours.  And,  perhaps,  floor  nurses  want  more  pro- 
fessional interaction. 

Of  course,  there’s  no  problem  with  the  development  and 
use  of  a benign  logo  to  complement  professional  paper.  The 
“little  family”  prepared  by  the  American  Academy  of  Fam- 
ily Physicians  for  members’  use  is  a good  example  of  friendly 
and  attractive  design.  But  logos  that  fail  to  communicate 
intrinsic  values  that  physicians  share  with  their  patients  are 
obscure,  indirect,  and  ineffective.  They  do  not  work  so  they 
should  not  be  used. 

Judith  Geduldig 
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LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  Jo  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BRoIWb  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  IPDIlJ 


physicians  in  the  news 


Thomas  D.  Duane,  MD,  PhD,  Bedmin- 
ster,  was  given  the  Distinguished  Ser- 
vice Award  by  the  American  Academy 
of  Ophthalmology.  The  award  is  given 
only  occasionally,  in  recognition  of  a 
unique  contribution  to  the  specialty  of 
ophthalmology  and  to  the  cure  and  pre- 
vention of  eye  disease.  Dr.  Duane  is  a 
consulting  surgeon  at  Wills  Eye  Hospi- 
tal and  a professor  of  ophthalmology  at 
Jefferson  Medical  College. 

Joseph  F.  Nowoslawski,  MD,  Villanova, 
was  elected  secretary-treasurer  of  Doc- 
tors for  Disaster  Preparedness  at  a No- 
vember meeting  in  Daytona  Beach,  FL. 

Carlos  H.  Castellon,  MD,  Johnstown, 
has  been  elected  fellow  of  the  American 
College  of  Emergency  Physicians.  He 
has  been  director  and  chairman  of  the 
department  of  emergency  medicine  at 
Lee  Hospital,  Johnstown. 

Richard  I.  Katz,  MD,  Wynnewood,  has 
been  named  chairman  of  the  Profes- 
sional Advisory  Board  of  the  Epilepsy 
Foundation  of  Philadelphia.  Dr.  Katz  is 
attending  neurologist  at  Albert  Ein- 
stein Medical  Center— Northern  Divi- 
sion. 

The  board  of  trustees  of  Community 
Home  Health  Services  of  Philadelphia 
presented  the  “Caring  Award’’  to 
Edward  D.  Viner,  MD,  Villanova.  Dr. 
Viner  has  shown  his  deep  concern  for 
humanity  through  his  work  in  internal 
medicine,  hematology,  and  oncology.  He 
is  chairman  of  the  hospice  program  at 
Pennsylvania  Hospital. 

Jasper  G.  Chen  See,  MD,  received  the 
1984  AAAP  Keystone  Award  from  the 
Alcoholism  and  Addiction  Association 
of  Pennsylvania.  The  annual  award  hon- 
ors individuals  who  are  not  compen- 
sated professionals  in  the  fiold  of  drug 
and  alcoholism  treatment,  who  have 
made  significant  contributions  of  time, 
energy,  and  knowledge.  Since  1960,  Dr. 
Chen  See  has  been  an  advocate  in  the 
field  of  alcoholism.  He  is  the  director 
of  the  Richard  J.  Caron  Foundation, 
Wernersville. 

Andre  D.  Lascari,  MD,  Gulph  Mills,  has 
written  a major  reference  work  entitled 
Hematologic  Manifestations  of  Child- 
hood Diseases.  The  book  analyzes  blood 


changes  in  children  resulting  from  dis- 
ease, infection,  allergy,  burns,  trauma, 
poisoning,  etc.  Dr.  Lascari  is  professor 
and  chairman  of  the  department  of  pe- 
diatrics at  the  Medical  College  of  Penn- 
sylvania. 

Aureliano  Rivas,  MD,  a urologist  with 
offices  in  Pottstown  and  Phoenixville, 
and  former  Commanding  General  of  the 
18th  Army  Medical  Brigade  of  New 
York,  was  honored  recently  at  the  Pen- 


tagon  for  his  career  achievements  in  the 
US  Army.  During  National  Hispanic 
Heritage  Week,  the  Department  of  De- 
fense honored  Dr.  Rivas,  among  other 
Hispanic  Americans,  for  his  forty  years 
of  service  in  the  army.  Dr.  Rivas  is  chief 
of  urology  at  the  Pottstown  Memorial 
Medical  Center,  Pottstown,  an  instruc- 
tor in  urology  at  Temple  University 
School  of  Medicine,  and  a delegate  to 
the  House  of  Delegates  of  PMS. 

H.  Joseph  Reiser,  PhD,  and  Leonard  N. 
Horowitz,  MD,  have  edited  a new  book. 
Mechanisms  and  Treatment  of  Cardiac 
Arrhythmias;  Relevance  of  Basic  Stud- 
ies to  Clinical  Management.  The  book 
contains  the  proceedings  of  the  A.N.  Ri- 
chards Symposium  that  took  place  May 
5-6,  1983,  sponsored  by  the  Physiologi- 
cal Society  of  Philadelphia. 

Stephen  D.  Lockey,  Sr.,  MD,  Lancaster, 
was  honored  by  the  American  Associa- 
tion for  Clinical  Immunology  and  Al- 
lergy. Dr.  Lockey  was  given  the  Associ- 


ation’s Distinguished  Clinician  Award, 
its  highest  honor.  Dr.  Lockey  is  emeri- 
tus chief  of  Lancaster  General  Hospi- 
tal’s Department  of  Allergy. 

Stephen  M.  Hahn,  MD,  Gladwyne,  won 
two  awards  from  Temple  University 
School  of  Medicine:  the  Joseph  C. 
Doane  Prize  and  the  Thomas  M.  Durant 
Prize  in  Internal  Medicine.  The  Doane 
prize  is  awarded  for  the  highest  grade 
average.  The  Durant  prize  is  awarded 
to  the  graduate  who  best  exemplifies 
the  ideal  physician— one  who  not  only 
has  thorough  knowledge  of  biologic  dis- 
ease, but  also  possesses  a sensitive 
awareness  of  the  patient  as  a person. 

Arthur  Lazarus,  MD,  Plymouth  Meet- 
ing, has  been  awarded  the  Psychiatric 
Residents’  Writing  Award  for  his  re- 
port, “Detection  and  Management  of 
Neuroleptic  Malignant  Syndrome.’’  The 
report  is  scheduled  for  publication  in 
Psychiatric  Annals. 

Milton  Alter,  MD,  Overbrook,  professor 
and  chairman  of  neurology  at  Temple 
University  Hospital  and  School  of  Med- 
icine, lectured  on  multiple  sclerosis  in 
Japan.  An  international  authority  on 
the  disease,  Dr.  Alter  spoke  on  popula- 
tion characteristics  of  the  neurologic 
disease  at  3 universities  there. 

A.  Richard  Kendall,  MD,  Rydal,  guest 
lectured  at  the  University  of  Ottowa  on 
“Lasers  in  Urology’’  and  “Renal 
Trauma.”  He  is  professor  and  chairman 
of  the  department  of  urology  at  Temple 
University  Hospital  and  School  of  Med- 
icine. 

Professor  and  chairman  of  the  depart- 
ment of  diagnostic  imaging  at  Temple 
University  Hospital  and  School  of  Med- 
icine, Leon  S.  Malmud,  MD,  Melrose 
Park,  presented  a scientific  paper  at  the 
First  European  Meeting  on  Nuclear 
Magnetic  Resonance.  Dr.  Malmud  dis- 
cussed the  world’s  first  mobile  nuclear 
magnetic  resonance  scanner,  which  is 
located  at  Temple  University  Hospital. 

Paul  A.  Bowers,  MD,  Philadelphia, 
emeritus  professor  of  obstetrics  and 
gynecology  at  Jefferson  Medical  Col- 
lege, was  elected  alumni  trustee  of 
Thomas  Jefferson  University. 
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MALPRACTICE  BULLETIN 


ADVISES 

PENNSYLVANIA 

PHYSICIANS 


DO  NOT  RENEW  YOUR 
MALPRACTICE  INSURANCE  POLICY . . . 

WITHOUT  RECEIVING  A QUOTE  FROM  PENNSYLVANIA'S  ONLY  MALPRACTICE 
COMPANY  OWNED  EXCLUSIVELY  BY  IT'S  INSURED  PHYSICIANS. 


Now  that  you've  read  the  fine  print.  We  at  PIE  believe  you  will  take  the  time  to  evaluate 
the  many  benefits  offered  by  Pennsylvania's  only  malpractice  company  owned  exclusively  by 
it's  insured  physicians. 

LOOK  AT  OUR  CHART.  Common  sense  would  dictate  that  you  should 

purchase  your  malpractice  insurance  from  PIE.  But  some  physicians  are  still  thinking  about  it. 
And  while  they're  thinking  about  it  PIE's  insured  are  enjoying  the  low  premiums  . 

Since  July  of  1983,  over  100  Pennsylvania  Physicians,  like  you,  saved  $926,453  in 
premium  costs  by  insuring  with  PIE. 

HOW  CAN  PIE  CHARGE  LESS?  Very  simply,  we  believe  PIE  is  run  more  efficiently. 
PIE  was  established  to  provide  insurance  at  cost.  PIE  works  hard  to  hold  costs  down  so  the 
savings  can  be  passed  along  to  it's  policyholders. 

IMMEDIATE  SAVINGS.  You  may  take  advantage  of  these  lower  rates  NOW!  You  do  not 
have  to  wait  until  your  present  policy  expires.  Depending  upon  specialty  and  location,  total 
savings  over  a year  can  be  enormous,  Orthopedics  and  Neurosurgeons  can  save  $13,000.  or 
more!  Urologists  can  save  $7,800.!  An  Ob/Gyn  over  $10,000.! 

Naturally,  you  may  have  some  questions  about  PIE.  We'd  be  happy  to  send  you  a free 
brochure.  Simply  return  the  reply  card  or  phone  us  toll  free  at  1-800—462-0492. 


PHYSICIANS  PROFESSIONAL  INSURANCE  EXCHANGE 
Plymouth  Plaza  - Suite  #207  • Plymouth  Meeting,  PA  19462 

Please  mail  additional  literature. 


PHYSICIANS  PROFESSIONAL  INSURANCE  EXCHANGE 
Plymouth  Plaza  - Suite  #207  • Plymouth  Meeting,  PA  19462 

Please  mail  additional  literature. 
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Address 


Specialty 

CORP.  OR  GROUP  PRACTICE 


YES 

IMMEDIATE  RESPONSE  REQUESTED 


NO 


PHONE  # 


Name 


Address 


Specialty 

CORP.  OR  GROUP  PRACTICE 


YES 

IMMEDIATE  RESPONSE  REQUESTED 


NO 


PHONE  # 


MALPRACTICE  BULLETIN 


MED  PRO  EXEC.  JOINS 
PIE’S  MANAGEMENT  TEAM 


ASKED  WHY?  HE  REPLIES: 

"AFTER  DISCUSSING  WITH  MANY  OF  OUR  INSURED  PHYSICIANS  WHY  THE  Y 
WERE  SWITCHING  TO  PIE,  THEY  CONVINCED  ME.  PIE'S  COMPETITIVE  RATES, 
UNDERWRITING  AND  RISK  MANAGEMENT  PHILOSOPHIES,  REPRESENT  THE  BEST 
SOLUTION  TO  THE  FINANCIAL  AND  POLITICAL  PROBLEMS  FACING  PENNSYLVANIA 
PHYSICIANS." 

Raymond  J.  Nolen,  Jr. 

Vice  President  Marketing  Administration 


PIE  is  pleased  to  announce  the  addition  of  Raymond  J.  Nolen,  Jr.  as  Vice  President  Marketing 
Administration.  The  addition  of  Ray  to  PIE's  management  team  brings  with  it  1 1 years  management 
experience  in  serving  Pennsylvania  physicians. 

In  addition  to  his  marketing  responsibilities,  Ray  will  be  called  upon  to  oversee  the  area  of 
policyholder  service. 

We've  convinced  Ray  to  switch,  now  let  us  convince  you!  Simply  return  the  coupon  below 

or  call  Ray  toll  free  at  1 — 800 — 462-0492. 
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PHONE  # 


West  Park  Hospital’s  New  Emergency  and  Outpatient  Care  Center 


Opening  in  January,  1985,  West  Park  Hospital's 
new  Emergency  and  Outpatient  Care  Center  provides 
expanded  facilities  to  serve  you  and  your  patients  with 
greater  convenience  and  comfort  featuring  these 
departments: 

• Emergency  Service  features  seven  treatment  areas 
prepared  for  any  emergency  located  adjacent  to  X-ray 
and  Cardio-Pulmonary  Services  is  staffed  around  the 
clock  by  the  Medical  College  of  Pennsylvania  Emer- 
gency Service,  with  physicians  specially  trained  in 
Emergency  Medicine; 

• Cardio-Pulmonary  with  computerized  stress  testing, 
Doppler  echocardiography,  computerized  pulmonary 


function,  and  the  newest  technology  in  cardiac 
diagnostic  testing; 

• Laboratory  Medicine  offers  special  procedures  in- 
cluding Immuno-hematology,  Immuno-histology,  and 
Coagulation  factor  assay  in  addition  to  standard 
laboratory  services; 

• Department  of  Imaging  with  inclusive  diagnostic 
procedures:  Interventional  Radiology  including  Digital 
Angiography,  CT,  Ultrasound,  Nuclear  Medicine,  and 
Diagnostic  Radiology; 

• Pharmacy  Services  expand  to  include  a unit  dose 
dispensing  system  and  intravenous  additive  service; 

• Physical  Therapy  Department  is  fully  equipped  for  the 
latest  techniques  in  physical  therapy  and  rehabilitation 

Call  578-3622  for  more  information  and  an 
invitation  to  our  open  house 


West  Park  Hospital 

Ford  Road  and  Fairmount  Park  Philadelphia,  PA  19131  (215)  578-3400 


HEALTH  CARE  AT  ITS  BEST: 
AIR  FORCE  MEDICINE 


Air  Force  medicine  is  one  of  our  best 
benefits,  and,  with  your  help,  we’ll 
keep  it  that  way.  The  Air  Force  needs 
physicians  such  as  you  to  become 
members  of  our  health  care  team. 

Most  administrative  responsibilities 
are  in  the  hands  of  others,  giving  our 
physicians  the  time  to  give  their  full  attention 
to  the  patients'  needs.  Our  hospitals  are  staffed 
with  dedicated,  competent  professionals. 

You’ll  find  you  will  have  time  for  your  family,  and  to 
keep  abreast  of  the  latest  methods  and  technologies  that 
you  don’t  have  time  for  now  We  also  offer  unlimited 
professional  development  and  financial  security. 

If  you're  considering  a change,  consider  Air  Force  medicine 
To  find  out  more  about  Air  Force  medicine,  contact  your  nearest  Air  Force 
recruiter  Experience  health  care  at  its  best. 


Pittsburgh  - SSgt.  Winterhalter  (412)  644-5875 
Philadelphia  - Medical  Team  (609)  724-2585 


A great  way  of  life! 
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sylvania's  physician  supply 


i a sudden  increase  in  the  mid-1950s,4 
l in  more  recent  years  roughly  one- 
f of  all  newly  licensed  physicians  in 
U.S.  were  foreign  medical  gradu- 
s.5  Furthermore,  the  number  of  such 
duates  practicing  in  the  U.S.  is  pro- 
ted  to  increase  from  70,940  in  1974  to 
1,520  by  1990.6 

National  figures  are  one  thing,  but 
v do  these  figures  relate  to  Pennsylva- 
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n it  of  Agricultural  Economics  and  Rural 
iology  at  The  Pennsylvania  State  Univer- 
This  research  was  supported  by  the  Ag- 
dtural  Experiment  Station  at  Penn  State. 


nia  and  to  the  county  in  which  you  live 
and  practice?  Are  increases  in  the  num- 
ber of  doctors  the  same  in  metropolitan 
and  nonmetropolitan  counties?  And  how 
do  increases  in  the  number  of  physicians 
relate  to  population  increases? 

The  purpose  of  this  article  is  to  study 
the  impact  on  Pennsylvania  of  the  in- 
creased supply  of  physicians.  Specifi- 
cally, we  address  three  questions:  1)  To 
what  extent  has  Pennsylvania  benefi- 
ted from  the  increased  supply?  2)  To 
what  extent  has  the  increased  supply  af- 
fected the  metropolitan-nonmetropolitan 
distribution  of  physicians  within  Penn- 
sylvania? 3)  Have  nonmetropolitan 
benefitsAosses  been  distributed  equally 
among  the  state’s  nonmetropolitan 
counties? 
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Opening  in  January,  1985,  West  Park  Hospital's 
new  Emergency  and  Outpatient  Care  Center  provides 
expanded  facilities  to  serve  you  and  your  patients  with 
greater  convenience  and  comfort  featuring  these 
departments: 

• Emergency  Service  features  seven  treatment  areas 
prepared  for  any  emergency  located  adjacent  to  X-ray 
and  Cardio-Pulmonary  Services  is  staffed  around  the 
clock  by  the  Medical  College  of  Pennsylvania  Emer- 
gency Service,  with  physicians  specially  trained  in 
Emergency  Medicine, 

• Cardio-Pulmonary  with  computerized  stress  testing, 
Doppler  echocardiography,  computerized  pulmonary 
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HEALTH  CARE  AT  ITS  BES 
AIR  FORCE  MEDICINE 


Air  Force  medicine  is  one  of  our  best 
benefits,  and,  with  your  help,  we'll 
keep  it  that  way.  The  Air  Force  needs 
physicians  such  as  you  to  become 
members  of  our  health  care  team 

Most  administrative  responsibilities 
are  in  the  hands  of  others,  giving  our 
physicians  the  time  to  give  their  full  attention 
to  the  patients’  needs.  Our  hospitals  are  staffed 
with  dedicated,  competent  professionals 

You'll  find  you  will  have  time  for  your  family,  and  to 
keep  abreast  of  the  latest  methods  and  technologies  that 
you  don't  have  time  for  now.  We  also  offer  unlimited 
professional  development  and  financial  security. 

If  you're  considering  a change,  consider  Air  Force  medicine. 

To  find  out  more  about  Air  Force  medicine,  contact  your  nearest  A 
recruiter  Experience  health  care  at  its  best. 
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special  feature 


Changes  in  Pennsylvania's  physician  supply 

Sam  M.  Cordes,  PhD 
Tura  W.  Eisele,  MA 


Recent  and  numerous  articles  have 
discussed  the  oversupply  of  physi- 
cians in  this  country.  Present  projected 
growth  in  the  nation’s  supply  of  physi- 
cians is  nothing  shQrt  of  phenomenal. 
Less  than  two  decades  ago  the  nation 
was  concerned  with  a physician  short- 
age.1 Today,  projections  are  that  there 
will  be  a surplus  of  70,000  physicians  by 
1990.2  Two  trends  support  this  hypothe- 
sis. 

First,  the  number  of  medical  schools 
and  medical  graduates  has  increased 
dramatically.  In  1950  the  nation’s  85 
medical  schools  graduated  5,926  physi- 
cians; in  1980  there  were  140  medical 
schools  graduating  16,168  physicians.3 

Second,  the  number  of  foreign  medical 
graduates  entering  the  United  States  be- 


gan a sudden  increase  in  the  mid-1950s,4 
and  in  more  recent  years  roughly  one- 
half  of  all  newly  licensed  physicians  in 
the  U.S.  were  foreign  medical  gradu- 
ates.5 Furthermore,  the  number  of  such 
graduates  practicing  in  the  U.S.  is  pro- 
jected to  increase  from  70,940  in  1974  to 
104,520  by  1990.6 

National  figures  are  one  thing,  but 
how  do  these  figures  relate  to  Pennsylva- 


The  authors  are  on  the  faculty  of  the  Depart- 
ment of  Agricultural  Economics  and  Rural 
Sociology  at  The  Pennsylvania  State  Univer- 
sity. This  research  was  supported  by  the  Ag- 
ricultural Experiment  Station  at  Penn  State. 


nia  and  to  the  county  in  which  you  live 
and  practice?  Are  increases  in  the  num- 
ber of  doctors  the  same  in  metropolitan 
and  nonmetropolitan  counties?  And  how 
do  increases  in  the  number  of  physicians 
relate  to  population  increases? 

The  purpose  of  this  article  is  to  study 
the  impact  on  Pennsylvania  of  the  in- 
creased supply  of  physicians.  Specifi- 
cally, we  address  three  questions:  1)  To 
what  extent  has  Pennsylvania  benefit- 
ted  from  the  increased  supply?  2)  To 
what  extent  has  the  increased  supply  af- 
fected the  metropolitan-nonmetropolitan 
distribution  of  physicians  within  Penn- 
sylvania? 3)  Have  nonmetropolitan 
benefits/losses  been  distributed  equally 
among  the  state’s  nonmetropolitan 
counties? 
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Table  1 Physician  Supply*  and  Changes  in  Supply:  U.S.  and  Pennsylvania 


No./lOO, 000  Population 

Changes  in  Ratio, 
1970-80 

Percent  Change 
in  No.  of 
Physicians, 

1970-80 

U.S. 

PA 

No./lOO, 000 
Population 

Percent 

1970 

1980 

1970 

1980 

U.S. 

PA 

U.S. 

PA 

U.S. 

PA 

All  physicians 

129.0 

165.5 

138.7 

181.1 

36.5 

42.4 

28.1 

30.6 

42.8 

31.4 

MDs 

All 

124.4 

158.4 

128.7 

162.8 

34.0 

34.1 

27.1 

26.4 

41.8 

27.2 

Office-based 

GPs*  * 

24.8 

20.9 

26.6 

21.8 

-3.9 

-4.8 

-15.7 

-18.0 

-6.3 

-17.6 

Med.  specialists 

21.4 

33.2 

20.1 

32.6 

11.8 

12.5 

55.1 

62.2 

73.0 

63.3 

Surg.  specialists 

28.8 

35.9 

28.1 

34.3 

7.1 

6.2 

24.7 

22.1 

38.8 

23.0 

Other  specialists 

17.3 

28.8 

15.8 

26.6 

11.5 

10.8 

66.5 

68.4 

85.2 

69.4 

Hospital-based 

32.1 

39.6 

38.1 

47.5 

7.5 

9.4 

23.4 

24.7 

37.3 

25.2 

DOs 

4.6 

7.1 

10.0 

18.3 

2.5 

8.3 

54.3 

83.0 

71.2 

84.9 

‘Active  nonfederal  physicians.  MD  data  include  only  physicians  in  patient  care.  DO  data  are  for  1971  and  1981. 
* ‘Includes  family  practitioners. 


The  data  used  to  answer  these  three 
questions  are  from  the  Area  Resource’s 
File  of  the  Health  Resources  and  Serv- 
ices Administration,  Department  of 
Health  and  Human  Services.  The  time 
period  analyzed  is  1970-80,  and  both 
doctors  of  medicine  and  doctors  of  oste- 
opathic medicine  are  included  in  the 
analysis.  With  both  types  of  physicians 
the  analysis  is  limited  to  active  nonfe- 
deral physicians;  and  in  the  case  of 
MDs,  the  data  allow  the  analysis  to  be 
even  more  specific  and  include  only 
MDs  in  patient-care  activities. 

The  second  and  third  research  ques- 
tions require  categorizing  the  state’s 
67  counties  as  either  metropolitan  or 
nonmetropolitan.  The  U.S.  Bureau  of 
Census  defines  a county  as  being  metro- 
politan if  it  is  part  of  a Standard  Metro- 
politan Statistical  Area  (SMSA).  In 
general,  an  SMSA  contains  an  urban- 
ized center  of  at  least  50,000  people. 
The  boundaries  are  extended  to  county 
lines,  and  adjacent  counties  are  added 
to  the  area  if  they  meet  certain  criteria 
related  to  being  socially  and  economi- 
cally integrated  with  the  urbanized  cen- 
ter. Using  the  census  designations,  25 
of  the  state’s  counties  are  categorized 
as  metropolitan  and  37  as  nonmetro- 
politan. The  census  bureau  reclassified 
five  counties  (Carbon,  Centre,  Lycom- 
ing, Mercer,  and  Monroe)  from  non- 
metro to  metro  status  between  1970 
and  1980,  and  these  counties  are  not  in- 
cluded in  the  analysis. 


Results 

Table  1 shows  how  much  Pennsylva- 
nia has  benefitted  from  the  increased 
physician  supply.  The  benchmark  year 
is  1970,  and  in  that  year  the  physician- 
to-population  ratios  for  medical  doctors 
closely  paralleled  those  for  the  entire 
U.S.  Pennsylvania’s  ratio  for  osteo- 
paths, however,  was  twice  the  national 
average. 

During  the  1970s  the  state’s  total 
supply  of  physicians  (MDs  plus  DOs) 
increased  by  31.4  percent.  This  sub- 
stantial increase  was  below  the  national 
average  of  42.8  percent.  Because  Penn- 
sylvania’s population  was  virtually  con- 
stant the  number  of  physicians  per 
100,000  people  increased  slightly  faster 
in  Pennsylvania  than  in  theTJ.S.  Specif- 
ically, the  U.S.  gained  36.5  additional 
physicians  per  100,000  people  (an  in- 
crease of  28.1%),  and  Pennsylvania 
gained  42.4  physicians  (an  increase  of 
30.6%).  These  greater  gains  for  Penn- 
sylvania were  due  entirely  to  osteo- 
paths. The  number  of  DOs  per  100,000 
people  for  Pennsylvania  increased  by 
8.3,  and  the  increase  for  the  U.S.  was 
only  2.5  osteopathic  physicians.  By 
1980,  10%  of  Pennsylvania’s  physicians 
were  DOs.  Nationally,  less  than  5%  of 
the  physicians  were  DOs. 

Despite  the  overall  increase  of 
physicians— in  both  the  U.S.  and 
Pennsylvania— the  supply  of  office- 
based  MDs  in  general/family  practice 
declined.  In  Pennsylvania,  the  decline 


was  particularly  noticeable  in  that  the 
total  supply  decreased  by  more  than 
one-sixth;  and  the  physician-to-popula- 
tion  ratio  for  this  type  of  physician  de- 
clined by  18%.  These  declines  in  both 
the  overall  supply  and  the  physician-to- 
population  ratio  were  somewhat  more 
rapid  than  for  the  nation. 

Tables  2-4  include  data  on  the  geo- 
graphic distribution  of  Pennsylvania’s 
physicians.  In  1970,  the  nonmetro- 
politan counties  of  the  state  had  half  as 
many  physicians  per  100,000  people  as 
did  the  metropolitan  counties  (77.5 
compared  to  153.9).  The  metropolitan/ 
nonmetropolitan  ratios  in  1970  were 
similar  only  in  the  case  of  office-based 
MDs  in  general/family  practice. 

During  the  1970s,  the  total  supply  of 
physicians  (MDs  plus  DOs)  in  Pennsyl- 
vania's nonmetropolitan  counties  in- 
creased by  33.8%.  This  percentage  in- 
crease was  somewhat  greater  than  for 
metropolitan  counties,  and  occurred  de- 
spite the  fact  that  the  supply  of  DOs  in- 
creased faster  in  metropolitan  than  in 
nonmetropolitan  counties.  Although 
the  percentage  increase  in  the  total  sup- 
ply of  physicians  was  greater  in  nonme- 
tropolitan counties,  the  physician-to- 
population  ratio  increased  faster  in 
metropolitan  counties.  This  was  be- 
cause the  population  grew  by  7.7%  in 
the  nonmetropolitan  counties,  but  de- 
clined by  1.4  percent  in  the  metropoli- 
tan counties.  In  absolute  terms,  the 
state’s  metropolitan  counties  gained  an 
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Table  2 Physician  Supply*  and  Changes  in  Supply:  Metropolitan  and  Nonmetropolitan  Counties  in  Pennsylvania 


No./I  00,000  Population 

Change  in  Ratio, 
1970-80 

Percent  Change 
in  No.  of 
Physicians, 

1970-80 

Metro 

Nonmetro 

No./I  00,000 
Population 

Percent 

1970 

1980 

1970 

1980 

Metro 

Nonmetro 

Metro 

Nonmetro 

Metro 

Nonmetro 

All  physicians 

153.9 

203.6 

77.5 

96.5 

49.7 

19.0 

32.3 

24.5 

30.4 

33.8 

MDs 

All 

142.8 

182.3 

72.7 

89.7 

39.5 

17.0 

27.7 

23.4 

25.9 

32.6 

Office-based 

GPs” 

26.7 

21.9 

26.7 

20.9 

-4.8 

-5.8 

-18.0 

-21.7 

-19.1 

-15.8 

Med.  specialists 

22.8 

36.9 

8.9 

16.2 

14.1 

7.3 

61.8 

82.0 

59.7 

95.5 

Surg.  specialists 

30.1 

37.6 

18.3 

20.7 

7.5 

2.4 

24.9 

13.1 

23.1 

21.7 

Other  specialists 

17.8 

30.4 

7.6 

12.4 

12.6 

4.8 

70.8 

63.2 

68.3 

75.5 

Hospital-based 

45.4 

55.5 

11.2 

19.5 

10.1 

8.3 

22.2 

74.1 

20.6 

86.6 

DOs 

11.1 

21.3 

4.8 

6.8 

10.2 

2.0 

91.9 

41.7 

89.0 

52.1 

’Active  nonfederal  physicians.  MD  data  include  only  physicians  in  patient  care.  DO  data  are  for  1971  and  1981. 
’’Includes  family  practitioners. 


additional  49.7  physicians  per  100,000 
people  while  nonmetropolitan  counties 
gained  19.0  physicians  per  100,000  peo- 
ple. 

The  widening  of  the  metropolitan/ 
nonmetropolitan  gap  is  highlighted  in 
Table  3.  Although  the  gap  increased  for 
both  MDs  and  DOs,  it  was  much  more 
dramatic  in  the  case  of  osteopaths. 
When  all  physicians  are  considered,  the 
nonmetropolitan  ratio  as  a percentage 
of  the  metropolitan  ratios  decreased 
from  50.4%  to  47.4%  between  1970  and 
1980.  The  addition  of  655  physicians  to 
the  1970  nonmetropolitan  supply  would 
have  been  necessary  to  simply  maintain 
the  disparity  which  existed  in  1970. 
However,  only  523  additional  physi- 
cians were  attracted  to  Pennsylvania’s 
nonmetropolitan  counties  (Table  4). 

In  sum,  the  1970s  were  beneficial  to 
the  state’s  nonmetropolitan  counties  in 
absolute  terms,  i.e.,  total  physician  sup- 
ply and  the  number  of  physicians  per 
100,000  people;  but  the  decade  was  det- 
rimental in  relative  terms  in  that  gains 
in  metropolitan  counties  were  much 
greater  than  gains  in  nonmetropolitan 
counties. 

To  the  extent  nonmetropolitan  coun- 
ties benefitted  in  absolute  terms,  how 
are  these  benefits  distributed  among 
the  counties?  Table  4 provides  insights 
related  to  this  question.  In  this  table 
the  state’s  nonmetropolitan  counties 
are  ranked  according  to  their  1970  phy- 
sician-to-population  ratio.  The  county 


with  the  median  ratio  in  1970  was  McK- 
ean. The  best  situation  would  be  for  the 
nonmetropolitan  gains  of  the  1970s  to 
be  concentrated  among  counties  that 
had  1970  ratios  which  were  less  than 
that  for  McKean  County.  The  other  ex- 
treme (i.e.,  the  worst-case  scenario) 
would  be  for  the  gains  to  be  concen- 
trated among  those  counties  that  were 
already  well  endowed  with  physicians  in 
1970. 

Table  4 suggests  that  what  happened 
during  the  1970s  fell  somewhere  be- 
tween these  two  extremes.  The  aster- 


isks in  the  table  designate  those  coun- 
ties which  had  the  greatest  gains 
between  1970  and  1980  in  their  physi- 
cian-to-population  ratios— in  either  ab- 
solute or  percentage  terms.  Nine  of 
these  counties  (Clearfield,  Fayette,  But- 
ler, Indiana,  Potter,  Armstrong,  Tioga, 
Snyder,  and  Clarion)  were  among  those 
with  relatively  low  physician-to- 
population  ratios  in  1970;  and  an  al- 
most equal  number  of  counties  (Mon- 
tour, Warren,  Mifflin,  Lebanon, 
Venango,  Union,  Crawford,  Franklin, 
Greene,  and  Elk)  were  among  those 


Table  3 Physician-to-Population  Ratios*  in  Nonmetropolitan  Pennsylvania  Relative  to 
Metropolitan  Pennsylvania. 


Nonmetro  Ratio  As  A 
Proportion  of  Metro  Ratio 


1970 

1980 

All  physicians 

50.4% 

47.4% 

MDs 

All 

50.9 

49. 2 

Office-based 

GPs” 

100.0 

95.4 

Med.  specialists 

39.0 

43.9 

Surg.  specialists 

60.8 

55.0 

Other  specialists 

42.7 

40.8 

Hospital-based 

24.7 

35.1 

DOs 

43.2 

31.9 

’Active  nonfederal  physicians.  MD  data  include  only  physicians  in  patient  care.  DO  data  are 
for  1971  and  1981 . 

” Includes  family  practitioners. 
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with  relatively  high  ratios  in  1970. 

It  should  also  be  noted  that  not  all 
nonmetropolitan  counties  gained  physi- 
cians between  1970  and  1980.  Cameron, 
Juniata,  Forest,  and  Sullivan  counties 
did  not;  and  an  additional  three 
counties— Bradford,  Wyoming,  and 
Pike— had  a decline  in  their  physician- 
to-population  ratio.  This  occurred  be- 
cause their  rate  of  population  growth 


exceeded  their  increase  in  physician 
supply. 

Finally,  five  of  the  six  nonmetropoli- 
tan counties  with  seven  or  fewer  physi- 
cians in  1970  (Pike,  Juniata,  Sullivan, 
Forest,  and  Cameron)  had  no  gain  in 
their  physician  supply  and/or  had  a de- 
cline in  their  physician-to-population  ra- 
tio. The  latter  three  counties  are  the 
three  least  populated  in  the  state,  with 
none  having  more  than  7,000  people; 
and  both  of  the  other  two  counties  have 
less  than  20,000  people.  This  suggests 


Table  4 Pennsylvania’s  Nonmetro  Counties  Ranked  According  to  1970 
Physician-to-Population  Ratios'* 


County 

Physicians/100,000 

Population 

Change  in  Ratio 
1970-80 

Number  of 
Physicians 

1970 

1980 

No./I  00,000 
Population 

Percent 

Change, 
1970  1970-80 

Montour 

853.7 

1,497.0 

643.3* 

75.4* 

140 

110 

Bradford 

206.9 

195.5 

-11.4 

-5.5 

120 

3 

Warren 

115.5 

137.1 

21.6* 

18.7 

55 

10 

Mifflin 

95.1 

115.1 

20.0* 

21.0* 

43 

11 

Lebanon 

91.3 

116.0 

24.7* 

27.0* 

91 

35 

Schuylkill 

86.3 

91.5 

5.2 

6.0 

138 

9 

Venango 

83.5 

119.6 

36.1* 

43.2* 

52 

25 

Union 

77.2 

100.3 

23.1  * 

29.9* 

22 

11 

Huntingdon 

76.7 

85.1 

8.4 

11.0 

30 

6 

Crawford 

76.3 

90.0 

13.7* 

18.0 

62 

18 

Columbia 

76.2 

88.7 

12.5 

16.4 

42 

13 

Wyoming 

73.7 

60.6 

-13.1 

-17.8 

14 

2 

Franklin 

73.4 

106.5 

33.1* 

45.1* 

74 

47 

Jefferson 

73.4 

82.8 

9.4 

12.8 

32 

8 

Clinton 

71.8 

82.1 

10.3 

14.4 

27 

5 

Lawrence 

68.8 

76.5 

7.7 

11.2 

74 

8 

Greene 

66.7 

84.0 

17.3* 

25.9* 

24 

10 

Elk 

63.7 

78.3 

14.6* 

22.9* 

24 

6 

McKean 

63.6 

87.0 

23.4* 

36.8* 

33 

11 

Forest 

61.2 

39.2 

-22.0 

-36.0 

3 

-1 

Northumberland 

59.5 

65.7 

6.2 

10.4 

59 

7 

Clearfield 

56.4 

68.2 

11.8 

20.9* 

42 

15 

Fayette 

54.9 

66.5 

11.6 

21.1* 

85 

21 

Wayne 

54.2 

65.3 

11.1 

20.5 

16 

7 

Butler 

53.9 

69.6 

15.7* 

29.1* 

69 

34 

Indiana 

52.8 

68.3 

15.5* 

29.4* 

42 

21 

Potter 

49.1 

101.7 

52.6* 

107.1  * 

8 

10 

Armstrong 

48.9 

64.3 

15.4* 

31.5* 

37 

13 

Tioga 

47.9 

82.9 

35.0* 

73.1* 

19 

15 

Bedford 

47.3 

49.1 

1.8 

3.8 

20 

3 

Snyder 

44.4 

68.5 

24.1* 

54.3* 

13 

10 

Pike 

42.4 

32.8 

-9.6 

-22.6 

5 

1 

Cameron 

42.3 

44.8 

2.5 

5.9 

3 

0 

Juniata 

41.9 

36.5 

-5.4 

-12.9 

7 

0 

Fulton 

37.0 

39.1 

2.1 

5.7 

4 

1 

Clarion 

36.6 

76.0 

39.4* 

107.6* 

14 

19 

Sullivan 

33.9 

15.9 

-18.0 

-53.1 

2 

-1 

All  Nonmetro  PA 

77.5 

96.5 

19.0 

24.5 

1,545 

523 

‘Above  median  value. 

* 'Active  nonfederal  physicians. 


that  counties  with  a very  small  popula- 
tion base,  and/or  few  physicians  ini- 
tially, may  be  among  the  least  likely  to 
benefit  from  an  increase  in  the  number 
of  physicians  choosing  nonmetropolitan 
practice  sites. 

Summary 

Between  1970  and  1980,  Pennsylva- 
nia’s supply  of  physicians  did  not  in- 
crease as  fast  as  the  national  average. 
However,  there  was  virtually  no  growth 
in  the  state’s  population,  which  caused 
the  physician-to-population  ratio  in 
Pennsylvania  to  increase  faster  than 
the  national  average.  The  increase  in 
Pennsylvania  was  due  entirely  to  an  ex- 
tremely rapid  growth  in  the  state’s  sup- 
ply of  osteopaths. 

The  total  supply  of  physicians  in 
Pennsylvania’s  nonmetropolitan  coun- 
ties increased  somewhat  faster  than  in 
the  metropolitan  counties.  However, 
nonmetropolitan  counties  experienced 
population  growth  and  the  metropoli- 
tan counties  did  not;  this  caused  the 
physician-to-population  ratio  to  in- 
crease faster  in  metropolitan  than  in 
nonmetropolitan  areas.  In  sum,  the 
state’s  nonmetropolitan  counties 
gained  physicians  during  the  1970s, 
and  in  that  sense  were  better  off;  but 
were  worse  off  in  the  sense  that  the  rela- 
tive disparity  between  metropolitan 
and  nonmetropolitan  areas  widened. 
Even  in  absolute  terms,  not  all  non- 
metropolitan counties  saw  an  increase 
in  either  their  physician  supply  or 
physician-to-population  ratio.  More- 
over, about  half  of  the  nonmetropolitan 
counties  which  gained  the  most  were 
counties  which  were  already  well- 
endowed  (at  least  by  nonmetropolitan 
standards)  with  physicians  in  1970.  Fi- 
nally, a small  cluster  of  counties  with 
only  several  physicians  each,  and  with 
rather  limited  populations,  were  the 
least  likely  to  gain  additional  physi- 
cians. □ 
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Convenient  and  competitive  leasing — 
five  companies  or  your  own 


VOLKSWAGEN 


1373  Manheim  Pike  (at  Rt.  30),  Lancaster  Phone  299-2801 


Geisinger  Medical  Center 
Continuing  Education  Programs 


Concepts  in  Clinical  Practice  1985  Topics  in  Otolaryngology 

February  8,  9,  10,  1985  April  18,  1985 

Danville  Sheraton  Inn  9 a.m.  to  5 p.m. 


Neonatal  Respiratory  Care  Update 

May  8,  1985 
9 a.m.  to  5 p.m. 


Poison  Update 

March  20,  1985 
9 a.m.  to  5 p.m. 


Chest  Medicine  1985 

April  24,  1985 
9 a.m.  to  5 p.m. 


2nd  Annual  Neuro-Ophthalmology  Seminar 

May  11,  1985 
9 a.m.  to  1 p.m. 


Ophthalmology  Update 

April  13,  1985 
9 a.m.  to  1 p.m. 


Geriatric  Rehabilitation: 
Workshops  & Lectures 

April  26  & 27,  1985 


Current  Concepts  in  OB/GYN 

May  15,  1985 
9 a.m.  to  5 p.m. 


Dermatology  Topics  for 
General  Practitioners 

April  17,  1985 
9 a.m.  to  5 p.m. 


Impotence  and  Endourology 

May  1,  1985 
1 p.m.  to  5 p.m. 


As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger  Medical  Center  certifies  that  these  activities 
meet  the  criteria  for  credit  hours  in  Category  I of  the  Physicians  Recognition  Award  of  the  American  Medical  Association. 
Starting  times  listed  are  approximate.  Please  refer  to  each  individual  program  flyer  for  registration  fees,  starting  times,  and 
number  of  credit  hours. 

For  further  information  or  for  copies  of  individual  programs,  call  Sharon  Hanley,  Program  Registrar,  collect  at  (717)  271-6692. 
There  is  a 24  hour  answering  service  available.  You  may  also  write  to  her  at  120  Pleasant  St.,  Danville,  PA  17822. 


Jefferson  Medical  College  of  Thomas  Jefferson  University 

presents 

RECENT  ADVANCES  IN  ABDOMINAL  SURGERY 

March  29,  1985 

The  Wyndham  Franklin  Plaza  Hotel 

featuring 

M.M.  Eisenberg,  MD  Alan  M.  Resnik,  MD 

Mohammed  Mohuiddin,  MBBS  I.  Khubchandani,  MD  Francis  E.  Rosato,  MD 

Matthew  Rifkin,  MD  George  Nardi,  MD  Jerome  J.  Vernick,  MD 

David  A.  Rothenberger,  MD 

A one  day  intensive  symposium  sponsored  by  the  Department  of  Surgery  and  the  Office  of  Continuing  Medical  Education. 

Program  Codirectors 
Alan  M.  Resnik,  MD 
Jerome  J.  Vernick,  MD 

approved:  5 credit  hours  in  Category  I 

A registration  fee  of  $45.00  includes  course  materials,  continental  breakfast,  coffee  breaks,  and  luncheon. 

For  information  and  registration  call:  The  Office  of  Continuing  Medical  Education  at  (215)  928-6992 


LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  University 

Broad  & Vine  Streets,  Philadelphia,  Pennsylvania  19102 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of 
the  current  status  of  Clinical  Cardiology  . . . 


Wednesday,  March  6,  1985 
3 p.m. 

Valvular  Heart  Disease 
Moderator:  Abdulmassih  S.  Iskandrian,  M.D. 

Case  Presentation/Cary  5.  Mintz,  M.D. 

Bedside  Diagnosis  of  Valvular  Heart  Disease/ loannis  P.  Panidis,  M.D. 

What  are  the  Indications  for  Cardiac  Catheterization  in  Patients  With  Valvular  Heart  Disease?/Char/es  E.  Bemis,  M.D. 
What  is  the  Correct  Time  to  Intervene  With  Surgery?/ Abdulmassih  5.  Iskandrian,  M.D. 

What  are  the  Results  of  Prosthetic  Valve  Replacement?/5tar>/ey  Spitzer,  M.D. 


• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION 
REQUIRED  • CME  CATEGORY  I CREDITS  CERTIFIED  • 

• WINE  & CHEESE  • 

For  further  information  please  call  (215)  448-8063 
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Red  alert  — beware  panaceas! 


Abraham  J.  Twerski,  MD 

Hope  lives  eternal  within  the  human 
breast.  In  regard  to  medication,  this  ad- 
age applies  to  doctors  and  patients 
alike.  The  quest  for  a chemical  that  can 
relieve  human  distress  without  causing 
any  harm  goes  on,  as  indeed  it  should. 
The  problem  with  this  is  that  we  want 
its  fulfillment  so  much  that  we  are  blind 
to  harsh  realities. 

Medical  history  abounds  with  short- 
lived panaceas.  Even  in  the  brief  seg- 
ment of  medical  development  we  have 
experienced,  we  witnessed  the  euphoria 
which  attended  the  introduction  of  cor- 
ticosteroids, and  their  consequent  wide- 
spread use.  Only  later  did  the  potent 
and  far-reaching  side  effects  become  ap- 
parent, so  that  now  these  drugs  are 
used  appropriately,  restrictively,  and 
with  a great  deal  of  caution  and  utmost 
respect  for  their  potential  dangers.  We 
also  witnessed  the  elation  over  the  non- 
barbiturate sedatives,  so  widely  pre- 
scribed because  they  were  thought  to  be 
safe,  until  we  learned  that  glutethimide 
and  methaqualone  were  anything  but 
safe. 

It  is  no  doubt  painful  to  learn  that 
cherished  tools  of  our  pharmaceutic  ar- 
mamentarium may  be  hazardous.  The 
natural  reflex  human  reaction  to  pain  is 
to  withdraw,  and  in  this  case,  to  remain 
unaware.  The  time  has  come  when  the 
benzodiazepines  must  join  the  long  list 
of  wonder  drugs  that  did  not  fulfill  their 
initial  promise. 

As  a physician  who  has  an  interest  in 
addiction,  I became  aware  a number  of 
years  ago  that  benzodiazepines  were  ad- 
dictive drugs.  I treated  patients  who 
had  withdrawal  seizures  and  full-blown 
delirium  tremens  from  use  of  chlor- 
diazopexide  and  diazepam,  and  encoun- 
tered some  persons  who  were  consum- 
ing more  than  500  mgm  of  the  latter 
drug  daily.  There  was  abundant  anec- 
dotal data  that  these  drugs  were  being 
abused  not  only  by  those  who  procured 
them  illicitly,  but  also  by  patients  who 
obtained  them  from  well-intended  phy- 
sicians, who,  convinced  of  their  safety, 


prescribed  them  rather  freely.  I con- 
tacted one  of  the  acknowledged  authori- 
ties on  psychotropic  drugs  who  was  a 
proponent  of  benzodiazepines,  and  his 
response  was  that  if  there  was  evidence 
of  substantial  danger,  the  addictionolo- 
gists  were  remiss  in  their  failure  to  re- 
port their  findings  in  the  medical  litera- 
ture. 

The  latter  objection  has  been  over- 
come. There  is  growing  evidence  that 
benzodiazepines  not  only  are  addictive 
when  abused,  but  also  can  have  very  se- 
rious effects  even  when  taken  in  thera- 
peutic doses  over  a prolonged  period  of 
time.  I wish  to  present  three  cases,  fol- 
lowed by  references  to  recently  pub- 
lished articles. 

Case  No.  1 

A 29-year-old  male  developed  an 
autoimmune  connective  tissue  disease, 
which  was  treated  with  courses  of  ste- 
roids, non-steroidal  antiinflammatory 
drugs,  and  methotrexate.  Because  of 
the  anxiety  and  the  stress  incident  to 
his  disease,  he  was  prescribed  loraze- 
pam,  which  he  took  in  the  prescribed 
dose  of  two  mgm  daily  for  two  years. 
He  then  developed  feelings  of  depres- 
sion, with  crying  and  lethargy.  The  lora- 
zepam  was  discontinued,  and  he  then 
developed  panic  attacks,  diffuse 
pruritis,  stuffy  nose,  muscle  spasms, 
dry  mouth,  and  paranoid  thinking. 
These  symptoms  persisted  for  six 
months  following  discontinuance  of 
lorazepam. 

Case  No.  2 

A 40-year-old  nurse  was  admitted  to 
the  hospital  because  of  a suspected 
brain  tumor.  She  had  developed  clumsi- 
ness and  incoordination,  often  dropping 


Dr.  Twerski  is  past  president  of  the  Alle- 
gheny County  Medical  Society.  The  author  of 
several  books  and  numerous  articles,  he  is  di- 
rector of  psychiatry  at  St.  Francis  General 
Hospital. 


objects.  She  had  episodes  of  confusion 
and  had  become  very  forgetful.  She  also 
had  episodes  of  unprovoked  crying. 

Neurological  examination  revealed 
nystagmus  and  ataxia,  but  was  other- 
wise normal.  The  CT  scan  of  the  brain 
and  spinal  fluid  studies  were  negative. 
Psychiatric  consultation  was  requested, 
and  it  was  then  discovered  that  the  pa- 
tient had  been  prescribed  diazepam  for 
anxiety,  and  had  increased  her  con- 
sumption to  60  mgm  daily. 

The  patient  was  withdrawn  from  the 
drug  over  a two-week  period,  and  then 
went  into  a rehabilitation  program.  Al- 
though the  ataxia  and  incoordination 
cleared  fairly  rapidly,  the  confusion  and 
memory  impairment  improved  very 
slowly.  Anxiety  attacks  occurred,  albeit 
with  decreasing  frequency  and  inten- 
sity, for  the  next  eight  months.  Al- 
though especially  free  of  symptoms  14 
months  after  cessation  of  diazepam,  she 
still  reports  very  transitory  episodes  of 
confusion. 

Case  No.  3 

A 38-year-old  female,  who  had  been 
diagnosed  as  having  tension  headaches, 
was  treated  with  courses  of  chlordiaz- 
epoxide,  diazepam,  and  lorazepam  in 
therapeutic  doses,  which  she  claims  she 
did  not  exceed.  When  symptoms  per- 
sisted, she  was  switched  to  alpraxolam, 
1 mgm,  daily,  which  she  increased  on 
her  own  to  4 mgm,  daily  (the  maximum 
therapeutic  dose  according  to  the  pack- 
age insert).  When  the  prescribing  physi- 
cian noted  that  she  had  increased  the 
medication  on  her  own,  he  discontinued 
the  medication  after  two  months,  and 
referred  the  patient  for  withdrawal.  Af- 
ter withdrawal,  the  patient  began  hav- 
ing panic  attacks,  blurred  vision,  and 
severe  eye  pain.  Neurological  examina- 
tion, CT  scan  of  the  brain,  and  repeated 
ophthalmologic  exams  were  negative, 
but  the  persistance  of  the  eye  pain  and 
blurred  vision  led  to  an  obsession  with 
the  fear  that  she  was  going  blind. 

There  are  numerous  reports  of  benzo- 
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'In  the  person  with  a 
history  of  alcoholism  or 
other  chemical  dependence, 
whether  current  or  even  in 
the  remote  past,  the 
prescription  of 
benzodiazepines  on  an 
outpatient  basis  approaches 
absolute  contraindication. 
These  drugs  can  be  very 
helpful  in  a detoxification 
regimen  under 
tightly-controlled  conditions, 
but  given  as  anxiolytics  or 
as  muscle  relaxants  to  an 
outpatient,  there  is  a very 
high  risk  of  addiction. 
Incidentally,  this  caution 
appears  in  the  package 
insert/ 


diazapine  dependence,  abuse,  addiction, 
and  withdrawal  both  in  persons  with  a 
history  of  alcohol  or  other  drug  depen- 
dence, or  in  clinical  situations  where  the 
benzodiazapine  use  exceeded  prescribed 
doses  (1,2, 3, 4, 5).  There  are  reports  of  se- 
vere withdrawal  symptoms,  including 
grand  mal  seizures,  following  both 
short  and  long  term  treatment  (6,7). 
There  are  studies  that  demonstrate 
that  benzodiazapine  dependence  is  not 
necessarily  related  to  tolerance,  and 
that  patients  who  did  not  escalate  the 
prescribed  dose  experienced  withdrawal 
symptoms  after  prolonged  use  of  the 
drug  (8).  The  withdrawal  symptoms  re- 
ported are  many  and  varied,  with  anxi- 
ety and  panic  attacks  being  the  most 
frequent  psychological  symptoms,  but 
psychotic-like  symptoms  also  have  been 
noted.  Physical  withdrawal  symptoms 
include  central  nervous  system,  cardio- 
vascular, respiratory,  musculoskeletal, 
gastrointestinal,  and  genitourinary 
manifestations  (9). 

We  are  accustomed  to  thinking  of  the 
duration  of  withdrawal  symptoms  in 
terms  of  days.  This  may  be  true  of  alco- 
hol, barbiturates,  and  narcotics,  but  is 
not  true  of  benzodiazepines.  With  the 
latter,  we  must  think  in  terms  of 
months  (9).  When  confronted  with  a pa- 
tient whose  symptoms  do  not  hang  to- 
gether well,  and  whose  physiological 
evaluation  is  essentially  negative,  it  is 
wise  to  ask  whether  the  patient  had 
been  using  benzodiazepines.  The  psy- 
chiatrist, particularly,  should  withhold 
a diagnosis  of  major  mental  disorder  in 
patients  who  have  been  on  benzodiaze- 
pines, since  affective  and  cognitive 
symptoms  may  persist  for  as  long  as  a 
year  after  the  discontinuance  of  the 
medication. 

In  view  of  all  of  the  above,  it  is  essen- 
tial that  we  set  ourselves  guidelines  for 
the  prescription  of  benzodiazepines. 

In  the  person  with  a history  of  alco- 
holism or  other  chemical  dependence, 
whether  current  or  even  in  the  remote 
past,  the  prescription  of  benzodiaze- 
pines on  an  outpatient  basis  approaches 
absolute  contraindication.  These  drugs 
can  be  very  helpful  in  a detoxification 
regimen  under  tightly-controlled  condi- 
tions, but  given  as  anxiolytics  or  as 
muscle  relaxants  to  an  outpatient,  there 
is  a very  high  risk  of  addiction.  Inciden- 
tally, this  caution  appears  in  the  pack- 
age insert. 

In  the  non-alcoholic,  non-chemically 
dependent  person,  the  use  of  benzo- 
diazepines is  best  restricted  to  transi- 
tory conditions,  where  the  physician 


has  reason  to  believe  that  the  drug  can 
be  discontinued  within  four  weeks.  For 
any  condition  which  is  of  a lasting  nat- 
ure, e.g.,  chronic  anxiety,  panic  attacks, 
insomnia,  chronic  low-back  pain,  or  ten- 
sion headaches,  benzodiazepines  should 
be  avoided,  since  the  likelihood  of  de- 
pendence, with  or  without  escalation  of 
doses,  is  significant,  and  must  be  con- 
sidered in  the  benefit/risk  ratio.  We 
must  begin  thinking  of  benzodiazepines 
as  somewhat  analagous  to  narcotics  for 
pain  relief.  They  are  excellent  for  acute 
conditions,  and  may  be  worse  than 
worthless  for  chronic  conditions. 

For  the  patient  in  need  of  long-term 
relief  of  anxiety,  nonpharmaceutical 
methods  should  be  employed.  In  addi- 
tion to  psychotherapy  where  appropri- 
ate, modalities  such  as  biofeedback, 
hypnosis,  or  relaxation  exercises  should 
be  used.  Although  both  patient  and 
doctor  would  prefer  a prompt,  simple 
solution  such  as  a pill,  this  is,  unfortu- 
nately, not  yet  available.  Use  of  the  anti- 
psychotic drugs  for  anxiolytic  purposes 
carries  the  formidable  risk  of  tardive 
dyskinesia.  It  also  should  be  noted  that 
physicians  have  been  held  liable  for  de- 
velopment of  tardive  dyskinesia  in  non- 
psychotic  patients,  as  well  as  for  iatro- 
genic addiction  to  non-narcotic  drugs. 

The  pharmaceutical  industry’s  claims 
for  the  salutory  effects  of  drugs  must 
be  looked  at  with  some  skepticism.  Let 
me  cite  one  such  claim: 

“. . . provides  relaxation  and  a sense  of 
well  being  for  many  hours.  Patients 
describe  restful  sleep  without 
distressing  morning-after  effects. 
Dyspepsia,  anxiety,  and  agitation  are 
relieved,  allowing  the  patient  to 
function  both  at  home  and  at  work.  ” 
Which  benzodiazepine  is  being  de- 
scribed? None.  This  is  an  advertisement 
for  bromides  in  1922.  □ 
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Turn  of  the  century 
trephineforcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


UQ£2 


William  J.  Carey,  Raymond  J.  Nolen,  Eugene  P.  Ziemba,  Robert  Zucosky, Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  Pennsylvania  19462,  215/825-6800 
R.  Grant  Stewart,  Ned  Wells,  Donald  C.  Hoffman,  David  M.  Gusic.Suite  350,  Manor  Oak  One,  1910  Cochran  Road,  Pittsburgh,  Pennsylvania  15220,  412/531-4226 
Lester  R.  Wilson,  Joseph  Pulcini,  Jr.,  Suite  125  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  Pennsylvania  18104,  215/395-8888 
Sidney  B,  Elston,  1902  Market  Street,  Camp  Hill,  Pennsylvania  17011,  717/737-9900 
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Hearing  aids  for  the  very  elderly 

Kevin  McGuiness,  MA 
Linda  H.  Stanley,  MS 


Should  a hearing  aid  be  recom- 
mended for  the  very  elderly?  Suc- 
cessful use  of  a hearing  aid  by  an  elderly 
person  depends  on  many  factors.  Rupp 
states,  “The  prognosis  to  adjustment 
to  a hearing  aid  becomes  more  guarded 
as  the  potential  wearer  moves  beyond 
the  age  range  of  60-70  years.”1  Anyone 
who  has  had  contact  with  the  elderly 
will  most  likely  agree  that  their  prob- 
lems are  complex. 

The  aged  may  have  multiple  medical 
disorders  encompassing  physical,  psy- 
chological, and  emotional  impairments. 
These  factors  must  be  considered  when 
recommending  a hearing  aid  for  the 
very  elderly.  For  example,  an  elderly 
person  may  have  difficulty  manipulat- 
ing the  hearing  aid  controls  and  insert- 
ing the  earmold  smoothly.  Any  decrease 
in  fine  motor  skills  involving  the  fin- 
gers, hands,  and  arms  will  affect  use  of 
the  aid  and  earmold.  This  is  true  with 
even  the  mildest  decrease  in  skills  and 
with  all  types  of  hearing  aids. 

Reduced  visual  skills  pose  another 
major  obstacle.  Decreased  eyesight 
from  cataracts,  for  example,  causes  vis- 
ual impairments  that  create  difficulties 
in  operating  the  aid. 

Phonemic  regression  is  a loss  of  abil- 
ity to  understand  what  is  spoken,  in 
spite  of  relatively  good  hearing  for  pure 
tones  or  slow  speech." 

The  psychological  effects  of  aging 
and  hearing  loss  cannot  be  ignored.  Sa- 
taloff  discusses  “the  plight  of  the  old- 
ster who  has  exiled  himself  to  the  pro- 
verbial rocking  chair  because  of  poor 
communication  needs  attention.  His  in- 
security should  be  bolstered  and  not  ag- 
gravated. It  is  difficult  to  adjust  to  the 
loneliness  of  old  age  after  a successful 
career,  and  each  family  and  physician 
must  strive  to  help  the  senior  citizen  to 
communicate  better.1 

Recently,  the  audiology  facility,  here 
at  the  Veterans  Administration  Medical 
Center  in  Butler,  Pennsylvania,  has  had 
more  people  asking  to  be  fitted  with 
hearing  aids.  This  is  greatly  due  to  new 
legislation,  Public  Law,  #96-15,  which 


gives  the  VA  the  privilege  of  offering 
complete  medical  care  to  veterans  of 
WWI,  the  Mexican  Border  Campaign, 
and  the  Spanish-American  War.  Thus, 
we  have  the  opportunity  to  evaluate  a 
large  population  of  patients  over  80 
years  old. 

Before  a veteran  is  issued  a hearing 
aid,  audiometric  candidacy  for  a hear- 
ing aid  is  determined,  the  patient  is 
counseled  regarding  realistic  goals  and 
expectations  of  hearing  aid  use;  and  the 
physical  and  psychological  aspects  of 
successful  hearing  aid  use  are  reviewed. 
Then,  the  patient  is  referred  to  an 
otolaryngologist  for  medical  clearance. 

Once  medical  clearance  is  obtained, 
the  veteran  is  evaluated  through  a com- 
parative hearing  aid  process,  and  if  war- 
ranted, a hearing  aid  is  issued.  Counsel- 
ing and  orientation  follow,  preferably 
involving  a close  relative  or  neighbor. 
Instructions  on  operation  and  care  of 
the  hearing  aid  and  insertion  of  the  ear- 
mold  are  given. 

The  process  may  at  times  be  frustrat- 
ing. We  try  to  end  an  orientation  session 
positively.  If  we  are  unable  to  orient  the 
patient  in  one  session,  he  is  instructed 
to  return  or  practice  at  home  with  su- 
pervision by  the  relative  or  the  neigh- 
bor. The  patient  is  encouraged  to  return 
to  our  facility  at  the  first  sign  of  adjust- 
ment problems  or  operation  difficulties. 
After  the  issuance  of  the  hearing  aid, 
the  veteran  is  reevaluated  and  re- 
motivated every  6 months. 

Since  there  is  controversy  about  fit- 
ting an  elderly  person  with  a hearing 
aid  because  of  the  problems  mentioned, 
all  veterans  over  80  with  hearing  aids 
were  sent  a questionnaire.  The  ques- 
tionnaire was  designed  to  find  out  two 
things.  First,  do  the  elderly,  in  spite  of 
the  problems,  benefit  from  or  enjoy  am- 
plification? And  second,  how  well  was 
our  hearing  aid  program  working? 


The  authors  are  staff  audiologists  at  the  Vet- 
erans Administration  Medical  Center  in  But- 
ler, Pennsylvania. 


Questions  were  asked  which  would 
provide  information  about  the  problems 
the  veterans  had  with  the  hearing  aid, 
the  earmold,  and  any  accessory  items. 
Fifty-six  questionnaires  were  returned 
from  veterans  averaging  86.6  years  old. 
None  of  the  veterans  were  younger  than 
80  years  old,  and  each  veteran  had  worn 
the  hearing  aid  for  at  least  three 
months.  The  responses  were  as  follows: 

Question  #1.  Approximately  how  many 
hours/day  do  you  wear  your  hearing 
aid? 

No.  of 

Responses  Percentage  Hours 


5 

9% 

2 or  less 

22 

39% 

2-8  hours 

29 

52% 

8 or  more 

Question  #2.  Do  you  need  help  putting 
the  hearing  aid  on? 

Need  for  assistance  8 14% 

No  need  for  assis- 
tance 48  86% 

Question  #3.  Do  you  need  help  operat- 
ing the  controls  of  the  hearing  aid? 
Need  for  help  6 11% 

No  help  needed  50  89% 

Question  #4.  What  troubles,  if  any,  are 
you  having  with  your  hearing  aid? 
Difficulty  with 

telephone  16  29% 

Difficulty 

understanding 

speech  clearly  with 


aid 

15 

27% 

Experienced  trouble 

inserting  the  earmold 

15 

21% 

Difficulty  inserting 

the  battery 

6 

11% 

Question  #5.  Where  or  when  does  the 
hearing  aid  help  you  the  least?  (Ranked 
from  the  greater  number  of  complaints 
to  the  least) 

1.  Hearing  in  groups/crowds 

2.  Hearing  on  the  telephone 

3.  Hearing  in  noisy  situations 

4.  Hearing  church  sermons 
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5.  Hearing  TV  shows 

6.  Bingo,  radio,  dinner  table,  distant 
conversation 

Question  #6.  When  does  the  hearing  aid 
help  you  the  most? 

1.  Conversation 

2.  Television 

3.  Church 

Question  #7.  What  was  your  biggest 
disappointment  with  the  hearing  aid? 
Most  responses  indicated  the  inability 
to  hear  words  clearly. 

Summary 

The  results  from  the  questionnaire 
imply  that  with  proper  counseling  and 
orientation,  the  elderly  can  effectively 
manage  placement  and  operation  of 
their  hearing  aids  (86%  to  89%  respec- 


tively). However,  this  does  not  imply 
that  they  can  accomplish  these  tasks 
with  ease.  On  Question  #4,  21%  of  the 
respondents  indicated  that  insertion  of 
the  earmold  gave  them  the  greatest 
problem. 

The  greatest  benefit  from  a hearing 
aid,  as  reported  in  Question  #6,  was  im- 
proved hearing  in  conversational  situa- 
tions. The  greatest  disappointment  was 
not  being  able  to  hear  aided  words 
clearly,  even  though  they  were  informed 
during  orientation  that  this  goal  would 
not  be  possible  with  a hearing  aid. 
These  answers  allow  you  to  more  accu- 
rately inform  elderly  patients  about  the 
troubles  they  might  have  with  a hear- 
ing aid. 

On  the  basis  of  the  results  obtained 
from  the  questionnaire,  we  feel  that  the 


very  elderly  do  benefit  from  amplifica- 
tion. The  results  reveal  significant  prob- 
lems with  adjustment  to  amplification 
which  include:  1)  difficulty  hearing  on 
the  telephone,  2)  difficulty  understand- 
ing speech  clearly  with  the  aid,  3)  diffi- 
culty inserting  the  earmold  and  battery, 
4)  difficulty  hearing  in  groups/crowds/ 
noisy  situations,  and  5)  difficulty  hear- 
ing church  sermons  and  TV  shows. 
However,  these  problems,  in  many  in- 
stances, are  typical  of  all  hearing  aid 
wearers— regardless  of  age.  □ 
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WARMINSTER 
GENERAL  HOSPITAL 

WE’RE 
ACHIEVING 
EXCELLENCE 
FOR  YOU. 


At  Warminster  General  Hospital,  we  have  a 
commitment — to  achieve  excellence  in  the  ways  we  serve 
you.  It’s  a commitment  that  has  pushed  us  toward  steady 
growth  in  the  services  we  offer  you. 

Now,  Warminster  General  can  serve  you  better  than 
ever  before. 


■H  We  have  a staff  of  250  physicians  and  over  700 
employees  who  assure  you’ll  receive  optimal  medical 
attention  and  compassionate  care. 

1 The  most  modem  facilities  and  state-of-the-art 
equipment  standing  ready  to  help  you  with  all  your 
medical,  surgical  and  emergency  needs. 


IH  Complete  care  treatment  centers  that  meet  your 
special  health  needs,  such  as  acute  medical/surgical 
treatment,  cardiac  diagnosis  and  rehabilitation,  eye 
surgery,  mental  health,  and  plastic/cosmetic  surgery. 


Warminster  General  Hospital 

A Division  of  United  Hospitals  Inc 

225  Newtown  Road 
Warminster,  PA  18974 


And  we  have  a wide  variety  of  health  education  and 
wellness  programs  reaching  out  to  many  in  our 
community.  Achieving  excellence  in  the  ways  we  serve 
you.  That  is  our  goal. 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
information 

Indications  and  Usage  Ceclor ' (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  tDiplococcus  pneumoniae).  Haemoph 
ilus  mtlueniae  and  S pyogenes  (group  A beta  hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO 
SPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  ditticile  is  one 
primary  cause  ol  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic  associated  pseudomembranous  colitis 
produced  by  C ditticile  )ther  causes  ol  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  ‘ (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Climtest’ 
tablets  but  not  with  Tes  Tape’  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor'  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  ol  single  500-mg  doses 
Average  levels  were  0 18,  0 20,  0 21 , and  0 1b  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness  like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


Note  Ceclor’  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  Information 
© 1984.  ELI  LILLY  AND  COMPANY 
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Additional  information  available  to 
the  profession  on  reouesi  trom 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina.  Puerto  Rico  00630 


classified  advertising 


PHYSICIANS  WANTED 

Pennsylvania  — Emergency  physician  system.  Needs  several 
fulltime  emergency  physicians  for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor  arrangements.  The  sys- 
tem is  on  a “fee-for-service”  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

NEEMA  Emergency  Medical  — a professional  association.  Emer- 
gency medicine  positions  available  with  emergency  physician  group 
in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and  throughout  New  England,  the 
Southeast,  and  the  Midwest,  including  all  suburban,  rural  and  metro- 
politan areas.  Fee-for-service  with  minimum  guarantee  provided.  Mal- 
practice paid.  Practice  credits  toward  board  certification.  Physicians 
department  directors  also  desired.  Please  send  resume  to:  NEEMA 
Emergency  Medical,  Suite  400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  (215)  925-351 1 in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligible.  Mental  hospital  in 
metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and  close 
to  Pocono  resort  area.  Good  salary  with  excellent  fringe  and  retire- 
ment benefits.  Pennsylvania  license  required.  Contact  Mrs.  Kathleen 
D.  Reese,  ACSW,  Superintendent,  Clarks  Summit  State  Hospital, 
Clarks  Summit,  Pennsylvania  18411;  (717)  586-2011. 


i^pMHE  BLOOMSBURG  HOSPITAL 

BH 

Physicians  Needed 

Excellent  practice  opportunities  for  Board  eligible  or 
certified  Family  Medicine  Physicians  in  either  solo  or 
possible  group  practice  in  Bloomsburg,  Pennsylvania. 

Bloomsburg  is  ideally  located  in  east  central 
Pennsylvania  along  the  north  branch  of  the 
Susquehanna  River.  A beautiful  community  of 
moderate  size  with  excellent  recreational,  cultural, 
and  educational  facilities  creating  a superior  quality 
of  life.  Bloomsburg  is  the  county  seat;  home  of 
Bloomsburg  University;  and  gateway  to  the  Pocono 
vacation  land. 

Join  the  active  medical  staff  of  a 146-bed,  nonprofit, 
general  acute  care,  JCAH-accredited  hospital. 
Economic  and  administrative  program  available. 

Send  curriculum  vitae  in  confidence  to:  Donald  E. 
Chomiak,  Assistant  Administrator,  Bloomsburg 
Hospital,  Bloomsburg,  PA  17815;  or  telephone 
(717)  784-7121. 


Ob/Gyn  Board  certified  minimum  3 years  experience  desired  to  join 
busy  Ob/Gyn  practice  in  Bucks  County,  Pennsylvania.  Please  send 
curriculum  vitae  to  Post  Office  Box  66,  Richboro,  PA  18954. 

OB-GYN  — Progressive  230-bed  hospital  needs  a partner  for  its  chief 
of  OB-GYN.  Opportunity  for  full  partnership  in  6 months.  Located  in 
city  of  100,000  in  beautiful  Allegheny  Mountains  only  65  miles  east  of 
Pittsburgh.  Fine  family  community,  excellent  schools,  churches,  cul- 
tural and  recreational  opportunities.  Send  CV  to  Medical  Director, 
Mercy  Hospital,  Johnstown,  PA  15905  or  call  (814)  533-1915. 

Psychiatrists  — Immediate  openings  for  Board  certified  or  Board  eli- 
gible psychiatrists.  Salary  competitive,  excellent  fringe  benefits,  lim- 
ited housing  available.  Pennsylvania  License  required.  Located  40 
miles  east  of  Pittsburgh,  with  four  general  hospitals  and  several  uni- 
versities nearby.  Call  412-459-8000  or  write  Ray  E.  Bullard,  MD,  Su- 
perintendent, Torrance  State  Hospital,  Torrance,  PA  15779-0111.  An 
Equal  Opportunity  Employer. 

Immediate  full-time  position  available  in  central  Pennsylvania  for 
personable,  American-trained  emergency  medicine  specialist.  Board 
Continued 


Practice  Opportunities 

ALLERGY — Suburban  Philadelphia — fully 
equipped,  excellent  staff,  and  favorable  lease. 

PEDLATRICS — New  Jersey  near  NYC — very 
successful  practice  with  excellent  growth 
record. 

ENT — Pennsylvania — large , fast-growing 
practice.  All  new  equipment. 

IM/RHEUMATOLOGY — Arizona — well-equipped 
practice  in  large  city. 

OB/GYN — Washington  State — seller  moving, 
needs  buyer  ASAP. 

ALLERGY/IMMUNOLOGY— Close  to  New  York 
City — good  opportunity  for  allergist. 

For  more  information  on  these  or  other  practice  sales 

or  position  opportunities,  call  (215)667-8630  or  send 

your  curriculum  vitae  to: 

Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  PA  19004 
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Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You.” 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  == 

Bala  Cynwyd,  PA  19004  I !■  I 

(215)  667-8630  „ — = 

A Division  of  Eg  7:--_ 

Health  Care  Group 


certified  or  Board-prepared  candidates  preferred,  but  not  essential. 
Rural  hospital  located  20  miles  from  State  College.  Excellent  benefit 
package  and  competitive  salary.  Physicians  associated  with  large 
teaching  hospital.  Submit  CV  to  Administrator,  M.V.M.G.,  Three  Medi- 
cal Center  Drive,  Philipsburg,  PA  16866,  or  call  (814)  342-5402. 

Cardiologist  or  internist  with  special  interest  in  cardiology 
wanted  — private  practice  available  in  non-invasive  clinical  cardiol- 
ogy with  opportunity  for  supplemental  practice  in  internal  medicine 
for  Board-certified/eligible  physician  at  155-bed  hospital  in  central 
Pennsylvania  university  community.  Send  CV  to  Administrator,  Evan- 
gelical Community  Hospital,  Lewisburg,  PA  17837. 

Internist  — Unique  opportunity  for  the  right  person  to  join  a dynamic 
exciting  group  practice  in  Pittsburgh.  Excellent  salary  with  all  fringes. 
Partnership  available.  Please  send  CV  to  Department  986,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Emergency  Medicine  — Physician  needed  for  hospital  emergency 
department  and  freestanding  urgent  care  center.  Should  be  fully 
trained  in  family  practice  or  emergency  medicine.  ACLS/ATLS  de- 
sired, not  essential.  Medium  size  city  65  miles  east  of  Pittsburgh  in 
beautiful  Allegheny  Mountains.  Excellent  schools,  churches,  cultural 
and  recreational  activities.  Send  CV  to  Medical  Director,  Mercy  Hos- 
pital, Johnstown,  PA  15905  or  call  (814)  533-1915. 

Cardiologist  — Noninvasive  cardiologist  needed  for  staff  of  230-bed 
acute  care  community  hospital.  Opportunity  for  busy  practice  in  me- 
dium sized  city  65  miles  east  of  Pittsburgh  in  beautiful  Allegheny 
Mountains.  Excellent  schools,  churches,  cultural  and  recreational  ac- 
tivities. Send  CV  to  Medical  Director,  Mercy  Hospital,  Johnstown,  PA 
15905,  or  call  (814)  533-1915. 

Anterior  segment  fellowship  in  busy  private  practice  associated 
with  medical  college.  Intraocular  lens  implantation,  including  poste- 
rior chamber  and  anterior  chamber  lenses  Extracapsular  and  pha- 
coemulsification techniques.  Argon  and  Yag  Laser.  Excellent  benefits 


plus  fringes.  Send  CV  and  career  objectives  to  Box  100,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Anterior  segment  surgeon— Fellowship  preferable,  Philadelphia 
suburbs,  to  join  established  surgical  practice  with  new  ambulatory 
facility.  Negotiable  salary  leading  to  partnership.  Reply  to  Box  104, 
Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Vitreoretinal  surgeon— Fellow  to  join  group  practice,  Philadelphia 
area,  ambulatory  surgical  center.  Excellent  benefits,  salary  and  part- 
nership negotiable.  Reply  to  Box  105,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Ocean  City  — Career  opportunities  for  Board  certified  internists  and 
family  practitioners  to  work  in  free  standing  clinic  in  coastal  MD.  Ex- 
cellent salary  and  malpractice  insurance  provided.  Please  send  CV  to 
Fern  Blum  at  6227  Executive  Blvd.,  Rockville,  MD  20852,  or  call  (301) 
984-0353. 

Emergency  physicians  — Emergency  medicine  opportunities  avail- 
able for  career  oriented  medical  directors  and  staff  physicians  li- 
censed in  MD  and/or  PA.  Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent  experience. 
Competitive  income  and  malpractice  insurance  provided.  Please 
send  CV  to  Fern  Blum  at  6227  Executive  Blvd.,  Rockville,  MD  10852, 
or  call  (301)  984-0353. 

Locum  tenens  position  available  for  family  practitioner  for  the 
months  of  January  through  May  1985  at  CIGNA  Healthplan,  an  estab- 
lished, growing,  progressive,  prepaid  group  practice  in  Phoenix,  Ar- 
izona. An  opportunity  to  practice  in  a desirable  environment  coupled 
with  a leisurely  southwestern  lifestyle.  Please  submit  CV  to:  Director, 
Physician  Recruitment,  CIGNA  Healthplan,  P.O.  Box  44678,  Dept. 
LTP,  Phoenix,  AZ  85064;  (602)  954-3506.  EOE. 

OB-GYN  Pennsylvania  — Well  established  practice  near  Pittsburgh 
with  immediate  opening  for  American  trained  BC/BE  OB-GYN.  Excel- 
lent salary  and  fringe  benefits.  University  town  with  good  shopping, 
schools,  recreational  and  cultural  activities.  Send  curriculum  vitae  to 
Ben  Franklin  OB-GYN,  Inc.,  2121  Shelly  Drive,  Indiana,  PA  15701. 

Retinal  specialist  to  join  busy  ophthalmologist  in  center  city  Philadel- 
phia. Part-time  associate.  Send  CV  to  Box  107,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Full-time  opportunity  available  immediately  for  qualified  physician 
to  work  in  busy  emergency  department  of  a 165-bed  community  hos- 
pital located  in  central  PA,  home  of  Bucknell  University.  Excellent 
schools,  recreational,  and  cultural  activities.  Send  resume  to  G.W. 
Rinck,  MD,  Medical  Director  of  Emergency  Services,  Evangelical 
Community  Hospital,  Lewisburg,  PA  17837. 

Physician  during  July  and  August,  for  children’s  camp  located  at 
Beach  Lake,  PA,  accommodates  350  campers,  age  6-16;  complete 
modern  health  center,  2 RNs  in  attendance;  will  accept  one  MD  for 
each  month;  no  children  accepted  who  are  of  camp  age.  Camp  opens 
June  30  and  closes  August  24.  Private  room  and  facilities.  Write  to 
Trail's  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  Street,  Brooklyn, 
NY  11201,  and  include  your  phone  number. 

Two  family  practice  physicians  wanted  to  join  expanding  primary 
care  group  in  northeastern  Pennsylvania.  Immediate  opening.  Salary 
and  fringe  benefits  competitive  and  liberal.  Rural  location.  Some  trav- 
eling involved.  Only  independent  and  hard  working  candidates  need 
apply.  Reply  to  Box  110,  Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 

General/family  practitioners  — If  you  are  looking  for  an  opportunity 
to  be  in  the  forefront  of  medical  care,  practice  preventive  medicine, 
work  with  other  innovative  professionals,  and  earn  a comfortable  liv- 
ing in  pleasant  surroundings,  send  your  curriculum  vitae  to  Physician 
Placement,  Dept.  54.  An  equal  opportunity  employer.  CIGNA  Health- 
plans  of  California,  700  N.  Brand  Blvd.,  Ste.  500,  Glendale,  CA 
91203. 

Medical  director  wanted.  Physicians,  why  not  try  working  in  the  field 
of  mental  retardation?  Polk  Center,  a center  for  the  mentally  retarded 
located  in  a rural  setting  in  Venango  County  approximately  85  miles 
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CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who  r 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


Call  collect,  or  write  to  Major  C.  J.  Schuder: 


Medical  Procurement 
31  North  York  Road 
Hatboro,  PA  19040 
(215)  443-1702 


Federal  Bldg.,  #301 
1000  Liberty  Avenue 
Pittsburgh,  PA  15222 
(412)  644-4432 


NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  off  while  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group. 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call: 

412/741-3310 

CompHeallh 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


ORTHOPAEDIC  SURGEON 

Solo  practice  for  Board  certified  or  Board  eli- 
gible person.  Rural  environment  with  well 
equipped  hospital  capable  of  supporting  a 
broad  range  of  orthopedic  procedures.  Close  to 
both  recreational  sports  and  urban  amenities. 
Competitive  guarantees  available.  Please  send 
resume  to: 


Mr.  Merrill  A.  Frank 
Administrator 

Ira  Davenport  Memorial  Hospital 
Box  350 

Bath,  New  York  14810 


north  of  Pittsburgh,  50  miles  south  of  Erie,  and  50  miles  northeast  of 
Youngstown,  is  recruiting  for  the  vacancy  of  medical  director.  It  is  also 
looking  for  staff  physicians.  The  center,  which  is  the  largest  in  the 
Commonwealth,  houses  approximately  1,100  residents  and  has  a 
staff  complement  of  approximately  1 ,800  employes.  The  medical  staff 
is  now  composed  of  the  director  and  seven  physicians.  Qualifications 
for  this  position  are:  Four  years  of  clinical  experience  in  the  care  and 
treatment  of  mentally  ill  or  mentally  retarded  patients,  including  three 
years  in  an  administrative  or  supervisory  capacity;  and  completion  of 
a three  year  residency  or  training  program  which  meets  the  certifica- 
tion requirements  of  the  American  Board  of  Psychiatry  and  Neurology 
or  the  American  Osteopathic  Board  of  Neurology  and  Psychiatry;  or 
any  equivalent  combination  of  experience  and  training.  Special  re- 
quirement: Possession  of  a license  to  practice  medicine  in  the  Com- 
monwealth of  Pennsylvania  as  issued  by  the  State  Board  of  Medical 
Education  and  Licensure,  or  the  State  Board  of  Osteopathic  Exam- 
iners. Interested  and  qualified  applicants  may  submit  a letter  of  intent 
to  Mr.  Thomas  Young,  Personnel  Department,  Box  94,  Polk,  PA 
16342.  We  are  an  equal  opportunity  employer  M/F/H. 

Pennsylvania  — Northwest:  Immediate  full-time  and  potential  direc- 
torship opportunity  available  in  attractive  location.  Hourly  salary,  flexi- 
ble scheduling,  malpractice  insurance  provided.  Locum  tenens  op- 
portunities also  available.  For  more  information  contact:  Emergency 
Consultants,  Inc.,  One  Windemere  Place,  Petoskey,  Ml  49770;  1-800- 
253-7092,  or  in  Michigan  1-800-632-9650. 

Physician  wanted  to  take  over  inner-city  practice,  Philadelphia,  PA. 
Reply  to  Box  115,  Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Pediatrician  BE/BC  to  replace  retiring  third  member  of  corporation  of 
pediatricians  in  Summer  1985.  Interest  in  male  adolescent  medicine 
desirable.  Salary  first  year.  Bucks  County,  Pennsylvania.  Reply  to 
Box  112,  Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Family  Practice:  Suburban  Philadelphia,  Central  Bucks  County; 
grossing  $100,000  + working  20  hours/week.  Excellent  supplemental 
income  potential  with  area  hospital;  physician  relocating.  Available 
Immediately.  Reply  c/o  Box  151,  Maple  Glen,  PA  19002. 

Ob-Gyn,  BE/BC,  to  join  progressive  well  established  3 man  group  in 
central  PA  cosmopolitan  university  town  in  rural  setting.  Many  cultural 
and  recreational  opportunities;  excellent  school  system.  Office  facili- 
ties include  ultrasound  fetal  monitoring,  and  colposcopy.  Modern 
community  hospital  offers  birthing  center.  Excellent  salary  and  bene- 
fits leading  to  parity.  Reply:  Ob-Gyn  Group,  251  Easterly  Parkway, 
State  College,  PA  16801. 

POSITIONS  WANTED 

Well  qualified  and  experienced  radiologist  wants  to  buy  active  pri- 
vate radiology  office  practice  in  Berks,  Lehigh,  Lancaster,  Lebanon, 
or  Dauphin  Counties  only.  Please  reply  to  Department  990,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Radiologist,  experienced  in  ultrasound  and  interventional  angiogra- 


Classified  Advertising 

Rates:  $18  per  insertion  for  the  first  30  words  or  part  thereof; 
60  cents  for  each  additional  word;  $1 .50  per  insertion  for  a box 
number.  Payment  should  be  in  advance.  No  agency  commis- 
sion is  paid  on  classified  advertising. 

Box  Numbers:  Advertisers  using  box  numbers  forbid  disclo- 
sure of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers,  but  no  information  can  be  revealed  by  the  pub- 
lisher. 

Word  Count:  Count  as  one  word  all  single  words,  two  initials  of 
a name,  single  numbers  or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 


phy  desires  new  full  time  opportunity  in  Pennsylvania  or  South  Jer- 
sey. Will  consider  part  time  offer.  Reply  to  Box  991 , Pennsylvania  Med- 
icine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Radiologist,  Board  certified  in  radiology  and  nuclear  medicine, 
teaching  hospital  affiliation,  desires  supervision  of  nuclear  medicine 
with  ultrasound  and  CT.  Reply  to  Box  103,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Pediatrician  — University  trained,  Board  eligible,  3 years  private 
practice  experience  (NJ).  Wishes  to  relocate  for  better  opportunities. 
Hospital  or  Health  Organization  or  partnership  potential  with  private 
practitioner.  Available  immediately.  Write  Box  113,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

General  Internist  who  is  Board  Certified  is  seeking  a hospital  based 
practice  in  Eastern  Pennsylvania.  I would  enjoy  the  opportunity  of 
teaching  in  formal  and  informal  settings.  Available  early  1985,  M.J. 
Mintzer,  M.D.,  1401  N.  Park  Road,  Hollywood,  Florida  33021  (305) 
987-7401. 

FOR  SALE 

Echocardiograph  M Mode  Matrix  Technica  excellent  quality.  Easy  to 
use,  portable.  Excellent  profit  center  for  internist  or  small  clinic. 
$6,000  or  best  offer.  Please  call  Mr.  Anoker  at  (412)  784-1091. 

For  sale  — Toshiba  Sonolayer-L  Model  SAL-20A,  Linear  Real-time 
Ultrasound  Unit.  Has  been  used  in  an  OB/GYN  office  only.  Pur- 
chased in  February,  1982.  Features:  13mm  3.5  mHz  transducer,  Al- 
phanumeric key  board,  portable  cart,  Polaroid  camera,  9 inch  TV. 
monitor.  Call  (215)  437-1931. 

Large  eye  clinic  and  surgi-center  available  at  once.  Surgical  bed 
capacity  for  major  surgery,  400  a year.  Capacity  for  minor  surgery, 
900.  Clinic  visit  capacity  about  12,000  a year.  1 Deluxe  living  quar- 
ters. Taking  bids.  Call:  215-423-4477. 

Mt.  Gretna,  Pennsylvania  — homes  and  summer  cottages  for  sale  in 
all  price  ranges.  Write  or  call  for  a descriptive  brochure:  Suburban 
Realty,  30  West  Main  Street,  Annville,  PA  17003;  (717)  867-4487. 

York  County,  PA  family  practice  of  deceased  physician  with  modern 
up-to-date  offices  and  residence  attached  for  sale;  containing  approx- 
imately 5 acres  of  land;  excellent  hospital  nearby;  owner  financing 
available.  Write  Department  114,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

FOR  RENT 

Medical  offices,  Rittenhouse  Square  area,  Philadelphia,  PA.  1000 
sq.  ft.  + or  located  in  a quiet  building,  available  for  rent  early 
1985.  Will  subdivide.  Call  (215)  735-2874. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay.  No 
prepayment  penalties.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any  kind.  Physicians  Service 
Assn.,  Atlanta,  GA.  Toll  free  (800)  241-6905. 

Preparing  to  publish?  We  can  provide  literature  searches,  writing, 
editing,  proofreading,  and  foreign-language  translation  to  help  you 
prepare  journal  articles  and  other  texts.  Robert  P.  Hand  (215)  543- 
7246. 

Medical  practice  sales  and  appraisals— We  specialize  in  the  valua- 
tion and  selling  of  medical  practices.  If  interested  in  buying  or  selling 
a medical  practice,  contact  our  Brokerage  Division  at  The  Health 
Care  Group,  400  GSB  Building,  Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

CME 

1985  CME  Cruise/Conference  on  selected  medical  topics  — Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PRA)  & AAFP 
prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on  Ca- 
ribbean, Mexican  and  Alaskan  cruises.  Excellent  group  fares  on  fin- 
est ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  NY  11746  (516)  549-0869. 
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(BmShti  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 
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Angina 
Protection 
with  Benefits  for 
a Lifetime 

ONCE- DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 

PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA — either  alone  or  with  a 
nitrate — is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets — 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 

START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE- DAILY 


LONG  ACTING 
CAPSULES 


Ayerst 


The  appearance  oi 
INDERAL  LA 
capsules  -s  a registered 
trademark  of 
Ayerst  Laboraior;es 


ONCE-DAILY 


JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE 
THERAPY  IN  ANGINA 


INDERALLA 

(PROPRANOLOL  HCI)  CAPSULES 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 
INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  lo  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retifration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreafment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients  HH  M 

In  angina  pectoris,  propranolol  generally  reduces  the  oxyqernequiremenl fit  IheffcaJ  at 
any  given  level  of  effort  by  blocking  fhe  catecholamine  induced  increases  in  the  heart  rate 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myijlardial  contraction  Proprum ill >i 
may  increase  oxygen  requirements  by  increasing  left  ventricular  liber  length,  ei  d diastolic^ 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adre|erqn;  blockade 
is  usually  advantageous  and  is  manifested  durina exercise  by  delayed  onset  of  feain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  bloqpK,  INDERAL  also  exerts  a quinidme-like 
or  anesthetic-like  membrane  action  which  aHecfsthe^pardiar.  acUQflJdptential^igc sicjjiiti- 
cance  of  the  membrane  action  in  the  treatment  ofArrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  m <t  been  established  Bela- 
adrenergic  receptors  have  been  demonstrated  ft  the  prat  vessels  of  the  t rain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which.  LucauS''  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  pat«  nt  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  exampleTin  parents  wmTiseverely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subiect  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage 
ment  of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 


MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  mapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  lo  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  nol  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON  WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  funclion  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug -indtft^fgg|jc)ty  There  were  no  drug  related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  Judies  in  iniFryfiY’dljjl  not  show  any  impairment  of  fertility  that  was 
attriiutable  to  me  drug 

Pregn^ty  ftegnancy  Cat«H0fc  INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  afljsos  about  10  times  ymaUwthan  the  maximum  recommended  human  dose 
There  are  no  adequate  andsvwlt-conlrolled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  Ihe  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 

INDERALifiu'  fministere^oa  nursing  woman 

h diatnc  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adn-rsf  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  ol  therapy. 

| ardiovascular . bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension- paresthesia  of  hands:  thrombocydopemc  purpura  arterial  insufficiency,  usually  of  Ihe 
HaynaudType. 

Central  Nervous  System  lighUgpidedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolo!) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  - Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

•The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 

8833  384 

AYERST  LABORATORIES 
New  York,  N Y.  10017 


new  members 


ADAMS  COUNTY 

William  P Ciesla,  MD,  Anesthesiology,  147  Gettys  St.,  Gettysburg  17325 

Michael  H Posner,  DO,  Obstetrics/Gynecology,  455  S.  Washington  St.,  Gettysburg  17325 

ALLEGHENY  COUNTY 

Glen  D.  Kelley.  MD,  Physical  Medicine/Rehabilitation,  203  Lehigh  Ave.,  Pittsburgh  15232 
Mark  W.  Perlin,  MD.  1515  Locust  St. , #6-E,  Pittsburgh  15219 
Joseph  M Romano,  MD,  Infectious  Diseases,  131  Northview  Dr.,  Pittsburgh  15201 
James  E.  Shearer,  MD,  Diagnostic  Radiology,  8290  Remington  Dr.,  Pittsburgh  15237 
Randall  A.  Solomon,  MD,  Psychiatry,  2103  Shady  Ave.,  Pittsburgh  15217 

BEAVER  COUNTY 

Charles  M.  Feicht,  DO,  Emergency  Medicine,  Med.  Ctr  of  Beaver  County,  Bryn  Athyn 
15009 

Jerome  A Peters,  MD,  Ophthalmology,  930  3rd  St.,  Beaver  15009 

BERKS  COUNTY 

Alan  N Fleischer,  MD.  Urological  Surgery,  200  N.  13th  St.,  Reading  19603 
Richard  S Hoffer,  MD,  Psychiatry,  171  Yukon  Ct.,  Martinez,  GA  30907 
Girard  M Maryniak,  MD,  Obstetrics/Gynecology,  301  S.  7th  Ave.,  West  Reading  19611 
Robert  E.  Tome,  MD,  Family  Practice,  200  N.  13th  St. , Reading  19604 

BLAIR  COUNTY 

Anthony  J.  Maniglia,  MD,  Internal  Medicine,  702  18th  St..  Altoona  16602 

BRADFORD  COUNTY 

James  C.  Ferenzi.  MD,  General  Surgery.  115  Plummer  St.,  Sayre  18840 
Gwendolyn  D Taylor,  MD,  Anesthesiology,  Guthrie  Clinic  Ltd.,  Sayre  18840 

BUCKS  COUNTY 

Joan  G.  Wikler,  MD,  General  Practice,  24  Birch  Rd  , New  Britain  18901 

CENTRE  COUNTY 

David  C.  Zeigler,  MD,  Ophthalmology,  2000  E.  College  Ave.,  State  College  16801 

CHESTER  COUNTY 

Stephen  C.  Fox,  MD,  Oncology,  Paoli  Memorial  Med.  Bldg.,  Ste  204,  Paoli  19301 
Christine  Sciara,  MD.  Dermatology,  223  N.  Church  St.,  West  Chester  19380 
Philip  A.  Waldor,  MD,  General  Surgery,  131  Nutt  Rd  , Phoenixville  19460 
Ethel  M Ziselman,  MD,  Pathology,  2 Castlebar  Ln.,  Malvern  19355 

DAUPHIN  COUNTY 

Michael  D Antos,  MD,  Pediatrics,  4510  Londonderry  Rd.,  C-146,  Harrisburg  17109 
James  E Beitzel,  MD,  Internal  Medicine,  611  Water  St..  Mount  Joy  17552 
Kenneth  M.  Cardlin,  MD,  Family  Practice,  3808  Vine  St.,  Camp  Hill  17011 
Joseph  P.  Esposito,  MD,  General  Surgery,  5071  Bass  Lake  Dr  , Harrisburg  17111 
Harry  J.  Matta,  DO.  Emergency  Medicine,  RD  3,  Box  303-G,  Manheim  17545 
Nelson  R Rosario-Leon,  MD,  Psychiatry,  RD  5,  Box  723,  Elizabethtown  17022 
Jeffrey  W.  Rubin,  MD,  Anesthesiology,  M S Hershey  Med.  Ctr.,  Dept.  Ane.,  Box  1448, 
Hershey  17033 

DELAWARE  COUNTY 

Kevin  B Al-Mateen,  MD.  Pediatrics,  1600  Garrett  Rd.,  #H-302,  Upper  Darby  19082 
Robert  S Boova,  MD,  Cardiovascular  Diseases,  13  Barleycone  La.,  Rosemont  19010 
Junior  Defreitas,  MD,  General  Surgery,  Lancaster  City  Line  Ave.,  Philadelphia  19151 
Michael  L Fox,  MD,  45  Oak  Ave.,  East  Lansdowne  19050 
Robert  B.  Kaplan,  MD,  58-5  Drexelbrook  Dr,  Drexel  Hill  19026 
William  H.  McGeehin,  MD,  General  Surgery,  3609  Winona  St.,  Philadelphia  19129 
Frank  C.  Passero,  MD,  Rheumatology,  1i20  Wilde  Ave.,  Drexel  Hill  19026 
Ranjit  R.  Shah,  MD,  Radiology,  100  E.  Glenolden  Ave.,  K-18,  Glenolden  19036 
Ashokkumar  S.  Thanki,  MD,  Neurological  Surgery,  Crozier-Chester  Medical  Ctr.,  Chester 
19013 

Nick  Tsirakoglou,  MD,  Obstetrics/Gynecology,  1612  W.  Chester  Pike,  Havertown  19083 
Wesley  D.  Ulrich,  MD,  2050  W.  Chester  Pike,  Havertown  19083 

Cynthia  D Villasis,  MD,  Neonatal-Perinatal  Medicine,  250  E.  Rosetree  Rd  , Media  19063 
Joyce  A Zagursky,  MD,  Internal  Medicine,  50  Llanfair  Circle,  Ardmore  19003 

ERIE  COUNTY 

Warren  J Beaver,  MD,  Family  Practice,  2943  Willowood  Dr..  Erie  16506 
Joanne  Finn,  MD,  Obstetrics/Gynecology,  140  W.  2nd  St.,  Erie  16507 


LACKAWANNA  COUNTY 

Dominic  Ruggiero,  DO,  Emergency  Medicine,  219  W.  Grove  St.,  Clarks  Summit  18411 
Robert  J.  Sarnowski,  MD,  Neurological  Surgery,  Med.  Arts  Bldg.,  Ste.  606,  327  N. 
Washington  Ave.,  Scranton  18503 

Jeffrey  P Weiss,  MD,  Urological  Surgery,  The  Forum,  225  Penn  Ave.,  Scranton  18503 

LANCASTER  COUNTY 

Thomas  W.  Anderson,  MD,  Family  Practice,  1181  Spring  Grove  Ave.,  Lancaster  17603 
Marilyn  L Rotor,  MD,  Physical  Medicine/Rehabilitation,  250  College  Ave.,  Lancaster 
17604 

Paul  E.  Visneski,  DO,  Obstetrics/Gynecology,  450  Murry  Hill  Dr.,  Lancaster  17601 
Randy  R.  Westgate,  MD,  Family  Practice,  1026  Woods  Ave  , Lancaster  17603 

LAWRENCE  COUNTY 

Stuart  A Gardner,  MD,  Orthopaedic  Surgery,  4216  Ellwood-New  Castle  Rd.,  New  Castle 
16101 

LEBANON  COUNTY 

Kendall  R.  Zinsser,  MD,  Pathology,  3275  W Oak  St.,  Lebanon  17042 

LUZERNE  COUNTY 

Benjamin  J Greer,  MD,  Physical  Medicine/Rehabilitation,  The  John  Heinz  Inst,  of 
Rehab  , 99  Mundy  St..  Wilkes-Barre  18703 

Continued 


YOUR  BILLING  STAFF  NEEDS  TRAINING 

Your  clerical  staff  is  probably  like  most  — inade- 
quately trained  in  how  to  do  your  billing  and  collec- 
tions properly.  Because  they  were  "taught"  by 
someone  who  was  never  taught  properly,  who  was 
also  "taught"  by  someone  who  was  never  taught 
properly,  etc.  etc.,  you  are  now  losing  money  to  which 
you  are  entitled. 

We  are  now  conducting  "BILLING  AND  ACCOUNTS 
RECEIVABLE  MANAGEMENT  IN  THE  PHYSICIAN'S 
OFFICE",  a special  one-day  course  for  your  billing 
clerks,  receptionists,  office  managers  — anyone  in  your 
office  whom  you  wish  to  better  educate.  Course  fee  is 
$95.00. 

Mail  us  the  inquiry  coupon  below  and  we  will  forward 
to  you  a complete  course  outline  and  a list  of  course 
dates  from  which  to  choose. 


Please  send  me  information  on  "BILLING  AND  AC- 
COUNTS RECEIVABLE  MANAGEMENT  IN  THE 
PHYSICIAN'S  OFFICE"  (Course  No.  84001). 

Name 

Address ... „ 


ADVANCE  MANAGEMENT  INSTITUTE,  One  Bala 
Avenue,  Suite  3H,  Bala  Cynwyd,  PA  19004. 
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THERMOGRAPHY 
FOR  TRIAL  LAWYERS 

June  15,  1985  — New  York,  New  York 

March  30,  1985  — San  Francisco,  California  September  21,  1985  — Atlanta,  Georgia 

FOR:  Anyone  who  deals  with  Personal  Injury  Claims  or  Workmen's  Compensation,  including  Plaintiff  Lawyers,  Defense  Lawyers, 

Physicians,  Claims  Managers,  Claims  Adjusters. 

SUMMARY:  The  program  is  designed  to  give  trial  practitioners  an  understanding  of  the  principles  of  thermography  and  its  practical 
application  in  the  courtroom  of  trauma  related  injuries. 

For  registration,  call  or  write  Carla  Konkol  at:  Thermal  Image  Analysis,  Inc. 

5510  Medical  Circle 
Madison,  Wl  53719 
(608)  273-0362 

Early  registrants  will  be  sent  questionnaire  for  personalization  and  content  input  and  reduced  seminar  fees. 


new  members 


LYCOMING  COUNTY 

Robert  A Heinbach  Jr,  MD,  Obstetrics/Gynecology,  1201  Woodmont  Ave..  Williamsport 
17701 

John  H.  Jones  Jr. , MD,  General  Surgery,  2314  Fairview  Terrace,  Williamsport  17701 
Barry  C.  McNeil,  MD,  Emergency  Medicine,  101  Grampian  Blvd  , Williamsport  17701 

MERCER  COUNTY 

Timothy  J Bodnar,  MD,  Emergency  Medicine,  740  E,  Slate  St.,  Sharon  16146 
Sra  Paruchuri,  MD,  Anesthesiology,  1189  Timbercrest,  Youngstown  44505 
Peter  C.  Sotus,  MD,  Pathology,  Greenville  Hosp.  Dept,  Path.,  Greenville  16125 

MONTGOMERY  COUNTY 

Cynthia  L.  Calbot-Sczepanski,  MD,  Internal  Medicine,  1801  Butler  Pike,  Sherry  Lake 
Apts  #37,  Conshohocken  19428 

Ann  E Clarke,  MD,  General  Practice,  Prudential  Insurance  Co  , PO  Box  388,  Fort 
Washington  19034 

Stuart  M Kremer,  DO,  Urological  Surgery,  736  Conshohocken  St  Rd  , Bala  Cynwyd 
19004 

James  D Nash,  MD,  Internal  Medicine,  9-E  Hawthorne  Woods,  Deptford,  NJ  08096 
Joseph  P Pecoraro.  MD,  General  Surgery,  1878  Woodland  Rd  , Mpl.  #2,  Abington  19001 
Michael  C Roberts,  MD,  Internal  Medicine,  885  N.  Easton  Rd  , Apt,  6B1,  Glenside  19038 

MONTOUR  COUNTY 

Nicholas  Danforth,  MD,  Psychiatry,  Geisinger  Medical  Center,  Danville  17822 
Angela  M.  Deantonio,  MD,  Internal  Medicine,  209  Oak  St. , Danville  17821 
Richard  M Goldberg,  MD,  Oncology,  Geisinger  Medical  Center,  Danville  17822 
Thomas  D Jones,  MD,  Pediatrics.  Geisinger  Med  Ctr.,  Dept.  Ped  , Danville  17822 
Gerald  J.  Levandoski  Jr,,  MD,  General  Surgery,  RD  1,  Box  195,  Danville  17821 
Joseph  L Smith,  MD,  Pulmonary  Diseases.  Geisinger  Medical  Ctr,  Danville  17822 

NORTHAMPTON  COUNTY 

Minh  O.  Nguyen,  MD,  St.  Lukes  Hosp  , Dept  Trans.,  Bethlehem  18015 

PHILADELPHIA  COUNTY 

Daniel  E.  Chervony,  MD,  Psychiatry,  611-B  Roxborough  Ave.,  Philadelphia  19128 
Debra  A.  Katz,  MD,  Pulmonary  Diseases,  333  S.  21st  St..  Philadelphia  19103 
Wade  A.  Neiman,  MD,  Obstetrics/Gynecology,  Presidential  Commons  Apt.  D81, 
Presidential  Blvd  & City  Line,  Philadelphia  19131 
Diane  T.  Power,  MD,  Obstetrics/Gynecology,  830  N 24th  Street,  Philadelphia  19130 

VENANGO  COUNTY 

Jorge  M Merced,  MD,  Anesthesiology,  174  E Bissell  Ave  , Oil  City  16301 
Michael  S.  Serwint,  MD,  Oncology,  1 Dale  Ave.,  Franklin  16323 

WASHINGTON  COUNTY 

Jess  M Martinez,  MD,  Emergency  Medicine,  101  Sandpiper  Ln  , Venetia  15367 
Timothy  A Walsh,  MD,  Emergency  Medicine,  RD  3,  Box  64,  McDonald  15057 

YORK  COUNTY 

David  G.  Freas,  MD,  Family  Practice,  York  Hospital,  Dept  FP,  York  17405 
Mary  S.  Olear,  DO,  Obstetrics/Gynecology,  2100-B  Maplewood  Dr.,  York  17403 

STUDENTS 

Barbara  J.  Albert,  88  University  Manor,  Hershey  17033 

Celia  Alfalla,  215  W Walnut  Ln.,  Philadelphia  19144 

Eileen  Bahler,  1000  Walnut  St. , Apt  604,  Philadelphia  19107 

Edith  D.  Behr,  153  Hampden  Rd.,  Upper  Darby  19082 

James  A Benkinney,  726  Willowbrook  Rd.,  Coopersburg  18036 

Randall  R Benson,  331  N 15th  St  , Philadelphia  19102 

Robert  J Bernstein,  8201  Henry  Ave.,  Apt  B-26,  Philadelphia  19128 


Francene  W Black,  1312  S 3rd  St.,  Philadelphia  19147 
Albert  J Borelli  Jr. , 1700  Ben  Franklin,  Apt  710,  Philadelphia  19103 
Joseph  J Brady,  8580  Glen  Campbell  Rd  , Philadelphia  19128 
Annamana  Bulatovic.  621  N 67th  St.,  Harrisburg  17111 
Andrew  B Carey.  1000  Walnut  St  , Philadelphia  19107 
Frederick  M Chaletf,  1509  Beechwood  Blvd  , Pittsburgh  15217 
Carl  J Chelen,  767  Farmdale  Rd  , Mount  Joy  17552 
Judith  L Chiger,  3024  W Queen  La  , Apt  A3B.  Philadelphia  19129 
Marianne  Cloeren,  155  W Washington,  Ln  , Apt  B-4,  Jenkintown  19046 
Paul  G Comber,  3904  Spruce  St  , Philadelphia  19104 
Gail  R Corson,  1000  Walnut  St.,  #1808,  Philadelphia  19107 
Daniel  R Dessables,  1700  Ben  Franklin  Pkwy.,  Apt  605,  Philadelphia  19103 
Richard  J Dowling,  7 Todd  Ln  , Newark  19713 
Susan  M Dunmire,  120  Ruskin  Ave  , #401,  Pittsburgh  15213 
Vuong  Duthmh.  416  W Logan  St  , Apt  B4,  Norristown  19601 
Joseph  W Foote,  29  St  Pauls  Rd  , Ardmore  19003 
Fred  A Fow,  5608  Ridge  Ave  , Apt  4,  Philadelphia  19128 
David  A Gordon,  2840  Aramingo  Ave  , Philadelphia  19134 
Steven  J Herring.  104  Pine  St  , Philadelphia  19106 
Maryann  D Hooker,  1503  Elmwood  Ave  . Fay,  Folcroft  19032 
Fernando  Jimenez,  8201  Henry  Ave  , U-21,  Philadelphia  19128 
Irene  F.  Kirkland,  5450  Wissahickon  Ave  . Apt  308,  Philadelphia  19144 
Maureen  C Kling,  3331  Indian  Queen  Ln  , Philadelphia  19129 
Jody  A Krosmck,  5450  Wissahickon  Ave  , Apt  914,  Philadelphia  19144 
Kevin  M Kuric,  1000  Walnut  St.,  Apt  1007,  Philadelphia  19107 
Richard  A Latta.  1434  White  Owl  Rd  , Roslyn  19001 
David  R Lichtenstein,  2201  Bryn  Mawr  Ave  , Apt  51,  Philadelphia  19131 
John  Ligush  Jr.,  239  Amber  St  , Apt  2,  Pittsburgh  15206 
Lawrence  S Linder,  4418  Spruce  St. . Apt  D-2.  Philadelphia  19104 
Michelle  D Lisoskie,  3613  Fox  St  , Philadelphia  19129 
Patricia  A Lokey,  1700  B Franklin  Pkwy  , Apt  151,  Philadelphia  19103 
Anapaula  R Machado,  3331  Indian  Queen  Ln  , Philadelphia  19129 
Andrew  L Margolis,  6206  Monitor  St.,  Pittsburgh  15217 
Jane  R Matsko.  2601  Pennsylvania  Ave  . Apt  14,  Philadelphia  19130 
Michael  F McCollum,  2120  Brandywine  St  . Philadelphia  19130 
Susan  N McMullen,  801  South  Ave  , Secane  19018 
Paul  E Moran,  117  W Broad  St.,  Malvern  19355 
Srdjan  S Nedel|kovic.  1000  Walnut  St  , Apt  605,  Philadelphia  19107 
Annette  L Nypaver,  18-B  Wissahicken  Gardens.  Philadelphia  19144 
Beth  Parrish,  156  Sumac  St  , Philadelphia  19128 
Peter  A Robson,  1700  B Franklin  Pky.,  #2215,  Philadelphia  19103 
Deborah  M Rose,  7950  Henry  Ave  , Apt  1 1 -A,  Philadelphia  19128 
Marc  S Rovner,  515  W.  Chelton  Ave  , Apt  1410,  Philadelphia  19144 
Margaret  M Sacco,  1600  S.  10th  St  . Philadelphia  19148 
Roberta  L Scherr,  1146  Dixon  Ln  . Warminster  18974 
Richard  L Schroff  Jr , 1205  W Allegheny  Ave  . Philadelphia  19133 
Nadia  C Slysh,  3650  Chestnut  St.,  Box  222,  Philadelphia  19104 
Karen  A Smith,  1420  Locust  St.,  Apt  20-0,  Philadelphia  19102 
Mark  H Smith,  1207  W Allegheny  Ave  , Akk  Phi  Chi  Fraternity  House,  Philadelphia 
19133 

Shawna  D Smith,  1700  Ben  Franklin  Pkwy  , Apt  906,  Philadelphia  19103 

Richard  H Spiegel,  1000  Walnut  St.,  #409,  Philadelphia  19107 

Anthony  Vitto,  900  Valley  Rd  . C-402,  Melrose  Park  19126 

George  J Vukmer,  University  Manor,  Apt  1,  Hershey  17033 

Amy  L Weaver,  1000  Walnut  St  , #903,  Philadelphia  19107 

David  C Weyn,  1118  Lombard  St  , Apt  13,  Philadelphia  19147 

John  S Wilson,  77  University  Manor,  Hershey  17033 

Nancy  D Witham,  4701  Pine  St.,  Box  32,  Philadelphia  19143 

Margaret  D Wood,  6386  Church  Rd  , Philadelphia  19151 

Richard  Zalman,  2659  Bonnie  Ln.,  Huntingdon  Valley  19006 
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Valium  * (diazepam/Roche)  @ Tablets 
Valrelease®  (diazepam/Roche)  (f? 

slow-release  Capsules 
Injectable  Valium1  (diazepamRoche)  ® 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disor- 
ders, or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by 
upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome.  Oral  forms  maybe  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable  form  may  also  be 
used  adjunctively  in:  status  epileptieus:  severe 
recurrent  seizures:  tetanus;  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures:  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is.  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 
The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age;  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and.  rarely,  vascular  impairment 
when  used  l.V. : inject  slowly,  taking  at  least 
one  minute  for  each  5 mg  (1  ml)  given : do  not 
use  small  veins,  i.e.,  dorsum  of  hand  or 
wrist:  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  notfeasible 
to  administer  Injectable  Valium  directly  I.V.. 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Valium®  (diazepam/Roche) 

Valrelease ® (diazepam/Roche) 

Injectable  Valium*  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epileptieus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence;  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e..  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function;  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE:  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexeited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEG  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoaetivity,  syncope,  bradycar- 
dia, cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets.  2 to 
10  mg  b.i.d.  to  q.i.d.;  or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets.  2 to 
10  mg  t.i.d.  or  q.i.d.:  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets.  2 to  10  mgb.i.d.  to  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2 >/2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2Vi  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium®  (diazepamRoche) 

Valrelease  1 (diazepamRoche) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 

Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I.V., 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  tl  ml)  given.  Do  not  use 
small  veins,  i.e.,  dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask  If  it  is  not  feasi- 
ble to  administer  Valium  directly  I.V..  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V. , and  severe  anxi- 
ety disorders  and  symptoms  of  anxiety.  5 to  10 
mg  I.M.  or  I.V. , repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal.  10  mg  I.M.  or 
I.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults.  5 to  10 
mg  I.M.  or  l.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses);  in  children  administer  I.V. 
slowly:  for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  I.V. . repeat  every  3 to  4 
hours  if  necessary;  in  children  5 years  or 
older.  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epileptieus,  severe  recurrent  convul- 
sive seizures  (I.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maxi- 
mum. Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility'  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 
to  5 min.,  up  to  5 mg  (I.V.  preferred).  Children 

5 years  plus,  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  I.V.  preferred);  repeat  in  2 to  4 
hours  if  needed.  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I.V.  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure;  if  I.V. 
cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication,  10  mg  I.M.:  in  cardioversion, 

5 to  15  mg  I.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure:  employ  general  supportive 
measures,  I.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 

Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  “V"  design — 2 mg.  white;  5 mg,  yellow;  10  mg, 
blue — bottles  of  100  and  500;  Prescription 
Paks  of  50.  available  in  trays  of  10:  Tel-E-Dose® 
packages  of  100.  available  in  boxes  of  4 reverse 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease,  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100;  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls,  2 ml.  boxes  of  10;  Vials. 

10  ml,  boxes  of  1 and  10  : Tel-E-Ject®  (disposable 
syringes),  2 ml.  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol.  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


Ex  vivo  animal  brain  studies  demonstrate: 


Rapidly  bound  and  unbound 


The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 


A summary  of  product  information  on 
Valium  appears  on  reverse  side. 
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Note  our  distinctive  look 
2 mg  5 mg  10  mg 
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IN  THE  SLEEP  LABORATORY  ... 


DALMANE<flurazepam  HCI/Roc 

PROVIDES  ALL  THESE  BEI 
FOR  RESTFUI 


)id  sleep  onset1 
lore  total  timrasfeep,^ 
iimm^kecTefficacy  for  at  least 
28  consecutive  nights' 
^Patients  usually  awake  rested  anc 

refreshed79 
• Avoids  causing  early  awakenings  or 
rebound  insomnia  after  discontinuation2  5 1012 
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PROVEN  IN 

XI  II"  HATirKIW  I I/Mi r* 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


See  next  page  for  references  and  s 


D/  ^MANE  jr  development 

flurazepam  HCI/Poche  proud,yP“he 
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DALMANE-  <S 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping 
habits:  in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 


William  Wells  Young 


Community  School 

Wellsville  (York  County)  .Pennsylvania 


An  Historical  Schoolhouse  Restored 
and  Available  for  Lease 
to 

Business  and  Professional  Firms 

Built  in  1903,  the  William  Wells  Young  Community  School  provided  education  through 
the  high  school  level  in  the  old  world  style.  Numerous  oversized  fireplaces  were  the  only 
source  of  heat  to  what  was  essentially  a one  room  school  house  with  sliding  room  dividers 
Restored  to  its  original  beauty,  the  interior  has  been  divided  into  several  independent  areas 
while  maintaining  most  of  the  charm  and  character  fostered  by  19th  century  Queen  Anne 
style  architecture  and  design.  There  are  seven  areas  for  lease,  individually  or  collectively, 
which  lend  themselves  to  the  discriminating  business  person  or  professional  in  a location 
very  accessible  and  centrally  situated.  Inquiries  should  be  directed  to: 

JR  Development 
P.O.  Box  2821 
Harrisburg,  PA  17105 


Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light 
headedness.  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mq  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


(717)233-5821 

Attention:  Richard  S.  Apple 


NINETEENTH  ANNUAL 
MAIN  LINE  CONFERENCE 

Thursday,  Friday,  and  Saturday 
April  25,  26,  and  27,  1985 


BRYN  MAWR,  PENNSYLVANIA 


Guest  Speakers  Include: 

Robert  A.  Bruce,  M.D. 

University  of  Washington 
Theodore  A.  Stern,  M.D. 

Massachusetts  General  Hospital 
William  R.  Stayton,  Th.D. 

Jefferson  Medical  College 
Jay  S.  Goodman,  M.D. 

University  of  Maryland 

Accreditation  Approved: 


Topics  Include: 

• Acute  Myocardial  Infarct 

• Rehabilitation 

• Sexuality 

• Geriatrics 

• Dermatology 

• Antibiotics 

• Oncology 

• Rheumatology 

AMA,  PMS  24  hrs.— Category  I 


AAFP  20  hrs. — Prescribed 
AOA,  ACGPOMS  1 8 V2— Category  2-D 
FOR  INFORMATION: 


Mrs.  Marie  M.  Erben  TUITION:  $190.00 

The  Bryn  Mawr  Hospital  (includes  3 luncheons,  dinner  and  cocktails) 
(215)  896-3053 
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NEWSFRONTS 

9 Medigram— late  news  at  press  time 

14  Conference  examines  hospital  staff  relations— physician  leaders  will  meet  April  17,  18 
16  ‘To  be  is  to  be  related,’  new  trustee  declares— Juli  Claire  McGreevy— Dr.  Abernathy 
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Angina 
Protection 
with  Benefits  for 


a Lifetime 


ONCE- DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 

PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA — either  alone  or  with  a 
nitrate — is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets — 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 

START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE- DAILY 


Ayerst 


The  appearance  of 
INDERAL  LA 
capsules  is  a registered 
Irademark  of 
Ayerst  Laboratories. 


ONCE-DAILY 


JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE 


INDERAL  LA 


THERAPY  IN  ANGINA  (PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


SCC 


80  120  160 
mg  mg  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  lor  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  iNDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients  JK 

In  angina  pectoris,  propranolol  generally  reo  ices  tt « uAydetii^iintaneiUu'  heart  at 
any  given  level  of  effort  by  blocking  the  catecholajnine  ndu<  : increases  " l*i»  heart  rete  . 
systolic  blood  pressure,  and  the  velocity  and  extait  of  "nyflar  fiat  c intractiu;  i 'ropfanolol  J 
may  increase  oxygen  requirements  by  increasing  left  ventricular  libpmength  ei  d diastolicB 
pressure  and  systolic  election  period  The  net  physKog  ■ effect  of  beiaadreTiergr  bloc-  . ■■■ 
is  usually  advantageous  and  is  manifested  durinj  ext '-ise  bv  delayed  onset  orpajn  find 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  bloo|9re.  INDERAL  also  exerts  a quimdine-like 
or  anesthetic-like  membrane  action  which  affecisjh^fiaidiac  actig^DotentialUj^ianiti- 
cance  of  the  membrane  action  in  the  treatment  c‘  ™ 

The  mechanism  of  the  antimigraine  effect  of  f 
adrenergic  receptors  have  been  demonstrated  i 
Beta  receptor  blockade  can  be  useful  in  corl 
functional  changes,  sympathetic  activity  is  detri 
situations  in  which  sympathetic  stimulation  is  vital 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subiect  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage 
ment  of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  ot  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outtlow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  ot  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ol  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Theretore.  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 
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IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician’s  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement ot  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  tollow  the  above  advice  in  patients  considered  at  risk 
ol  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  wilh 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  is  not  indicated  tor  the  treatment  of  hypertensive 
emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug  no  'dated  tumorigemc  effects  at  any  of  the  dosage 

levels  eproductive  .ludie*  ditl  not  show  any  impairment  ot  fertility  that  was 

PregnancyT^B^^B  Cale^^P!^^S)FRAL  has  been  shown  to  be  embryotoxic  in 
animal  SIMMS  a’  dos.  ■sabojtKUnHhiiealflfthan  the  maximum  recommended  human  dose 

T> ..  re are  i iq  adequate  and  w.  t'-controllnu  studies  in  pregnant  women  INDERAL  should 
be  used  dunnagjwqnancy  only  if  the  potential  benefit  luslities  the  potential  risk  to  the  fetus 

Nursing  A^^Bs  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  isjdrnini'  terejlla  a nursing  woman 
Wt  Pediatric  Uses  SatfiSr 
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in  children  have  not  been  established 
effects  have  been  mild  and  transient  and  have 


je,  intensification  of  AV  block:  hypo- 
. arterial  insufficiency,  usually  of  the 


Central  Nervous  System  ligMRBdedness.  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue.  rwferSibie  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  It  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — ■ Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  lime  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  ot  dosage  exceeding  320  mg  per  day  have  not  been  established 

It  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE  —Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — Al  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

♦The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

8833  384 


Nonaltergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 


Ayerst 


AYERST  LABORATORIES 
New  York,  N.Y.  10017 


Do  you  i 
feel  (L 

alone 
with  your 
office  problems? 


II  Keystone 
I Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


P.O.  Box  8075,  Camp  Hill,  PA  17011 
(717)  975-7154 


We  can  assist  you  in  developing  an 
office  system  to  solve  those  problems. 

If  you  feel  alone  when  looking  for  solutions, 
simply  take  a moment  to  ask  yourself  a few 
questions. 


Have  you  ever  wished  that: 


Yes  □ 

No  □ 

1. 

You  could  spend  less  time  preparing  and  submitting  your 
Pennsylvania  Blue  Shield  and  Medicare  B claims? 

Yes  □ 

No  □ 

2. 

You  could  find  a system  that  would  keep  you  from  falling 
behind  in  preparing  and  sending  those  claims? 

Yes  □ 

No  □ 

3. 

There  was  a less  tedious  way  to  post  EOB  information  and 
calculate  write-offs  and  adjustments  other  than  manually? 

Yes  □ 

No  □ 

4. 

There  was  a system  that  could  tell  you  exactly  how  many 
accounts  receivable  you  had  outstanding  at  any  time? 

Yes  □ 

No  □ 

5. 

You  could  spend  less  time  wrangling  with  insurance 
claims  and  more  time  in  other  ways? 

If  you  answered  yes  to  any  of  these  questions,  Keystone  Technologies  has  a 
solution  to  help  you  streamline  your  office  operations. 

Call  or  send  the  attached  card  and  we’ll  be  more  than  happy  to  discuss 
solutions  with  you. 


Keystone 
Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


P.O.  Box  8075,  Camp  Hill,  PA  17011 
(717)  975-7154 


medigram 


BUDGET  INCREASES 
OUTPATIENT  FEES 

Legislative  hearings  began  early  this  month  on  Governor  Dick 
Thornburgh’s  1985-86  budget  proposal,  including  $24.6  million  in 
new  money  for  the  Medical  Assistance  (MA)  fee  schedule.  In  the 
proposal,  reimbursement  to  physicians  and  hospital  outpatient 
clinics  will  be  set  at  50  percent  of  reported  charges,  effective  April  1, 
1985.  Reimbursement  to  physicians  is  now  at  approximately  20 
percent  of  reported  charges.  Combined  with  matching  federal  funds, 
the  proposal  makes  available  approximately  $49  million  to  pay  for 
outpatient  services  to  MA  recipients.  The  Pennsylvania  General 
Assembly  last  June  approved  an  increase  in  the  reimbursement  level 
to  60  percent  of  reported  charges,  but  the  administration  claims 
the  additional  10  percent  would  cost  another  $24  million  in  state 
funds.  PMS  is  working  to  convince  the  legislature  to  restore  the  60 
percent  reimbursement  level  when  it  acts  on  the  budget.  The 
Commonwealth’s  stated  goal  is  to  reimburse  physicians  at  70  percent 
of  reported  charges.  PMS  urges  physicians  to  indicate  their  actual 
charges  for  services  rather  than  the  allowable  amount  when  billing 
for  patients  on  Medicaid.  The  Department  of  Public  Welfare 
calculates  reimbursement  according  to  a percentage  of  physicians’ 
average  charges  taken  from  its  computer  data  base. 

BILLS  WOULD  STRENGTHEN 
MEDICAL  BOARD’S  POWERS 

Two  bills  which  would  strengthen  the  disciplinary  powers  of  the 
State  Board  of  Medical  Education  and  Licensure  were  approved 
January  28  by  the  Senate  Consumer  Protection  and  Professional 
Licensure  Committee.  Senate  Bill  81  would  require  health  care 
facilities  to  inform  the  board  of  disciplinary  action  against  or  felony 
conviction  of  physicians  on  their  staffs.  Senate  Bill  83  would  add  a 
new  reason  for  the  suspension  of,  revocation  of,  or  refusal  to  issue  a 
license  to  practice  medicine — “acting  in  such  a manner  as  to  present 
an  immediate  and  a clear  danger  to  the  public  health  and  safety.” 
This  committee  is  charged  with  the  review  of  the  Medical  Practice 
Act  under  sunset  legislation.  A PMS  task  force  is  preparing  draft 
legislation. 

STATE  BOARD  REGULATES 
PRESCRIBING  PRACTICES 

State  medical  board  standards  for  prescribing,  administering,  and 
dispensing  controlled  substances  became  effective  February  2 with 
the  publication  in  the  Pennsylvania  Bulletin  of  final  regulations. 
Under  the  standards  physicians  must  take  a history  and  perform  a 
physical  examination  before  prescribing  or  administering  controlled 
substances;  inform  the  patient  about  drug  dosage  levels,  the 
frequency  and  duration  of  use,  and  possible  side  effects;  on  the 
patient’s  record  include  the  name,  strength  and  quantity  prescribed, 
and  the  date,  along  with  the  symptoms  stated,  the  diagnosis,  the 
conditions  under  which  the  prescription  is  made,  and  the  directions 
on  its  use  given  to  the  patient.  In  emergencies,  the  standards  say, 
physicians  may  give  a patient  a short-term  prescription  for  a 
controlled  substance  without  a physical  examination,  but  refills  may 
not  be  issued.  There  must  be  written  confirmation  of  oral  emergency 
prescriptions  to  pharmacies  within  72  hours. 
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DR.  MARSHALL  JOINS  BOARD 
OF  REVIEW  ORGANIZATION 

Matthew  Marshall  Jr.,  MD,  Pittsburgh  urologist,  will  represent  the 
Pennsylvania  Medical  Society  on  the  Board  of  Directors  of  the 
Pennsylvania  Peer  Review  Organization  (PaPRO).  He  was  appointed 
January  24  and  will  serve  three  years.  A past  president  of  PMS,  he 
has  been  active  for  many  years  in  the  area  of  utilization  review  and 
quality  of  care.  PaPRO  reviews  the  quality  of  care,  appropriateness 
of  hospital  admissions,  and  accuracy  of  assignments  to 
diagnosis-related  groups  (DRG)  of  hospitalized  patients  on  Medicare. 
PaPRO  signed  its  contract  with  the  Health  Care  Financing 
Administration  last  fall.  Its  office  is  at  3600  Vartan  Way,  Harrisburg, 
PA  17110. 

SOCIETY’S  BOARD  ENDORSES 
DISCOUNT  BROKER  SERVICE 

Members  of  the  Pennsylvania  Medical  Society  can  save  significantly 
on  broker  fees  because  of  an  agreement  between  PMS  and  American 
Bank  of  Reading.  Discount  brokerage  service  is  available  to  Society 
members  at  savings  of  up  to  70  percent  of  regular  broker  fees.  The 
arrangement,  recommended  after  study  by  the  Finance  Committee, 
has  the  endorsement  of  the  Board  of  Trustees.  For  further 
information  call  1-800-321-1331. 

MEDICAL  LEADERS  DISCUSS 
PLAN  TO  CUT  LITIGATION 

A plan  to  decrease  the  number  of  malpractice  suits  and  to  eliminate 
punitive  damages  from  awards  was  unveiled  at  the  AMA  Leadership 
Conference  in  February.  PMS  officers,  trustees,  and  staff  members 
were  among  those  who  heard  James  H.  Sammons,  MD,  executive 
vice  president  of  the  AMA,  outline  a plan  providing  federal 
incentives  to  states  which  enact  tort  reform  and  refining  the  method 
of  awarding  damages.  The  plan,  devised  by  a special  AMA  task  force, 
includes  education  programs  for  both  the  profession  and  the  general 
public.  Dr.  Sammons  called  the  issue  of  professional  liability  “a 
financial  crisis  that  society  is  paying  for.  Doctors  and  hospitals  serve 
as  conduits  to  the  bills  that  are  driven  upwards  by  professional 
liability  . . . The  patient  needs  to  understand  that  a sizable  amount 
of  the  bill  goes  toward  professional  liability.” 

PROFESSIONAL  ACTIVITIES 
SUBJECT  OF  QUESTIONNAIRE 

The  American  Medical  Association  is  surveying  all  physicians  in  a 
census  conducted  every  four  years.  Through  questionnaires  mailed 
in  February  the  AMA  identifies  the  specialties  and  professional 
activities  of  physicians  for  publication  in  the  AMA  directory. 

DEPARTMENT  PUBLISHES 
GENERIC  DRUG  FORMULARY 

The  health  department  published  in  the  Pennsylvania  Bulletin  for 
January  19  a revision  of  its  Generic  Drug  Formulary.  Included  are 
30  additional  drug  categories  and  a list  of  the  major  drug 
manufacturers  in  the  United  States.  Copies  of  the  formulary  will  be 
distributed  to  3,000  pharmacies  in  the  state  at  the  end  of  this 
month.  Physicians  may  obtain  a copy  on  request  from  the  Division 
of  Drugs,  Devices,  and  Cosmetics,  Pennsylvania  Department  of 
Health,  PO.  BOX  90,  Harrisburg,  PA  17108. 

PHYSICIAN  LEADERS  JOIN 
MEDICAL  SOCIETY  STAFFS 

Two  AMA  leaders,  Joseph  F.  Boyle,  MD,  current  association 
president,  and  James  S.  Todd,  MD,  member  of  the  Board  of  Trustees, 
have  joined  the  ranks  of  full-time  medical  society  executives.  Dr. 
Todd,  a Bergen  County,  NJ,  surgeon,  has  been  appointed  senior 
deputy  executive  vice  president  of  the  AMA,  effective  immediately, 
and  has  resigned  from  the  AMA  Board  of  Trustees.  Dr.  Boyle,  a Los 
Angeles  internist,  has  accepted  an  appointment  to  the  executive  vice 
presidency  of  the  American  Society  of  Internal  Medicine  effective 
August  1,  1985.  His  term  as  president  of  the  AMA  ends  at  the  June 
meeting  of  the  AMA  House  of  Delegates. 
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Will  your  professional 
liability  insurance  be  the 
when  you  need  it? 


IT  WILL  IF  YOU’RE  A PMSLIC  INSURED 

There  simply  is  no  substitute  for  QUALITY  and,  frankly,  real  QUALITY  doesn’t  come 
cheap! 

The  famous  British  author  John  Ruskin  put  it  so  succinctly  a century  ago: 

The  common  law  of  business  balance  prohibits  paying  a little  and 
getting  a lot.  It  can't  be  done. 

If  you  deal  with  the  lowest  bidder,  it  is  well  to  add  something  for  the 
risk  you  run  and  if  you  do  that,  you  will  have  enough  to  pay  for  something 
better. 

Today  PMSLIC  insures  more  than  6,200  practicing  physicians  in  Pennsylvania,  with 
a wide  range  of  coverage  options  and  accommodations  available,  and  PMSLIC  operates 
on  less  money  than  most  companies  set  aside  for  profit.  You  get  more  for  your  premium 
dollar  with  a company  which  is  not  for  profit  and  which  is  owned  and  directed  by 
practicing  physicians. 

You  deserve  the  peace  of  mind  you’ll  get  in  knowing  that  your  PMSLIC  insurance 
will  be  there  when  you  need  it.  If  you’re  presently  a policyholder,  stay  with  us.  If 
you’re  not,  it’s  time  to  come  aboard. 


I’d  like  to  know  more  about  PMSLIC. 

Physician  control: 

The  PMSLIC  difference 

Name 

PMSLIC  is  owned  and  directed  by  physicians 
like  yourself.  That’s  the  “PMSLIC  difference." 

Address 

Find  out  what  that  difference  means — and 
how  it  can  work  to  the  benefit  of  your  own 
practice.  Fill  out  the  coupon  and  send  it  in 
today  Or  phone,  toll-free:  1-800-445-1212. 

Pennsylvania  Medical  Society 
Liability  Insurance  Company 

PO.  Box  303  Lemoyne,  PA  17043 



editorial 


Striking  physicians— 
contradiction  in  terms 


On  two  previous  occasions,  I have  addressed 
the  issues  of  unionism  in  health  care  in  this  space. 
The  first  of  these  commentaries  appeared  in  early 
1973,  and  noted  that  a strike,  the  final  weapon  of  a 
union,  would  place  a physician  in  the  position  of 
having  to  choose  between  colleague  or  patient.  I 
said  then,  and  still  believe,  that  the  withholding  of 
essential  services  from  patients  in  order  to  influ- 
ence a third  party  is  an  unconscionable  act.  In  late 
1982,  having  witnessed  the  growing  tendency  to- 
ward unionization  in  the  health  care  field  on  a per- 
sonal basis  at  my  own  hospital,  I reviewed  the  is- 
sues again.  At  that  time,  it  seemed  apparent  that 
unions  were,  indeed,  ascending  to  power  and  that 
the  trend  would  continue.  If  this  was  to  be  the 
case,  I felt  that  physicians  and  organized  medical 
societies  should  step  to  the  forefront  of  the  move- 
ment in  order  to  direct  the  future  of  medicine  ap- 
propriately. 

Today,  doctors  find  themselves  more  and  more 
frequently  becoming  employes— of  HMOs,  PPOs, 
Medicare,  Medicaid,  serving  as  house  officers, 
paid  hospital  staff,  and  in  the  Armed  Forces  and 
Public  Health  Service,  among  others.  Adversary 
relationships  could  develop  between  medical  staff 
and  hospital  administration  as  DRGs  force  hospi- 
tals to  take  hard  looks  at  individual  practice  pat- 
terns. Medical  staff  privileges  soon  may  hinge  not 
so  much  on  whether  we  practice  excellent  medi- 
cine but  whether  we  practice  economic  medicine. 
All  of  this  is  a rude  awakening  for  a profession 
accustomed  to  “usual,  customary  and  reasonable” 
reimbursement. 

But  employes  or  not,  doctors  are  professionals. 
The  distinction  between  health  workers  and 
health  professionals  is  that  the  latter  undertake  a 
promise  to  provide  quality  medical  care,  to  build 
upon  medical  skills  and  knowledge,  and  to  make 
sure  one’s  colleagues  are  doing  so  too.  The  inter- 
ests of  our  patients  come  before  any  economic  con- 
sideration. Indeed,  if  the  reverse  were  true,  be- 
cause of  our  professional  stature,  we  would  be 
guilty  of  abandonment. 

The  union  movement  in  medicine  in  the  United 
States  has  resulted  from  collective  actions  respon- 
dent to  the  malpractice  crisis  of  the  mid-1970s.  In 
addition,  residents’  organizations  have  protested 
working  conditions  and  petitioned  for  participa- 
tion in  decisions  concerning  patient  care  and  edu- 
cational training,  as  well  as  better  economic  com- 
pensation. Our  Canadian  colleagues  protested 
against  government  policies.  A future  consider- 
ation for  a physician’s  union  might  be  the  role  of 


consumer  advocate  when  cost  containment  poli- 
cies force  us  to  practice  what  we  consider  to  be 
less  than  adequate  medical  care. 

A strike,  long  recognized  as  the  union’s  trump 
card,  is  the  collective  withholding  of  services  for 
the  purpose  of  exacting  concessions  from  the 
employer/manager.  Traditionally,  these  conces- 
sions have  been  monetary.  In  the  physicians’ 
movement,  unions  have  taken  on  facets  other 
than  economic.  They  have  become  the  advocates 
of  decent  medical  care  and  protestors  of  inade- 
quate medical  facilities  and  conditions.  Perhaps 
unions  will  be  the  instruments  that  bring  about 
social  changes  in  medicine.  But,  if  we  must  harm 
patients  in  order  to  produce  possible  beneficial 
results  in  the  long  term,  our  position  is  untenable. 
Only  if  no  additional  risk  to  life  is  incurred  by  our 
patients  are  we  justified  in  any  collective  action  to 
withhold  services.  Thus,  the  failure  to  provide 
emergency  services  is  morally  and  ethically  un- 
supportable.  Physicians  have  a monopoly  on  the 
delivery  of  health  services  and  must  provide  those 
essential  services.  Health  professionals  who  ren- 
der emergency  life  and  death  services  may  not  uni- 
laterally withhold  services. 

May  we,  then,  ever  strike?  My  personal  feeling 
is  that  we  should  not.  Even  with  the  growing  ad- 
versary climate  many  avenues  are  open  to  us.  Ne- 
gotiation is  one  such  action.  Admittedly,  we  are 
not  in  general  adept  at  negotiations,  but  training 
programs  are  available  and  we  can  become  knowl- 
edgeable, successful  negotiators.  We  can  also  use 
the  court  system  to  our  advantage  through  in- 
junctions, challenges  to  the  constitutionality  of 
legislation,  and  curbing  regulatory  zeal.  Political 
action  is  essential.  Active  involvement  in  local, 
state,  and  national  elections  will  help  medicine’s 
voice  to  be  heard.  But  our  most  influential  emis- 
saries are  our  patients.  By  taking  our  case  to  our 
patients,  we  could  mobilize  support  that  even  our 
professional  societies  can  not  give  us.  We  must  be 
more  willing  to  discuss  political  issues  and  cost 
containment  policies  with  our  patients. 

Physicians  have  the  right  to  organize  and  a 
duty  to  make  their  feelings  known.  Physicians 
have  an  incontrovertable  obligation  to  protect 
their  patients  and  the  interests  of  patients  and  to 
provide  the  best  care  possible  at  whatever  price. 
It  would  be  a great  tragedy  for  the  medical  profes- 
sion and  the  patients  we  serve  to  exercise  the  ulti- 
mate threat  of  unions— strike. 

David  A.  Smith,  MD 

Medical  Editor 
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PEOPLE 

UNDERSTAND  YOUR  PRACTICE 


Talk  to  us  about  bow  the  following  will  impact 
on  your  practice  automation  needs: 

• Medicare  participation  agreements 


• Changes  in  Blue  Shield  (HCPCS)  coding 


• DRGs— Short  and  long-term  effects 


FORTUNE 

SYSTEMS 

It  outthmks  other  computers 
because  it  was  thought  out  better. 


Solutions  for 
Physicians 


BEYOND  SOLUTIONS 


Oak  Hill  Plaza,  200  North  Warner  Road,  King  of  Prussia,  PA  19406  (215)  265-0880 


newsfronts 


Conference  examines  hospital  staff  relations 


The  PMS  Leadership  Conference  will 
break  new  ground  in  1985.  For  the  first 
time  ever,  the  conference  will  focus  ex- 
clusively on  one  issue,  and  for  the  first 
time,  participants  will  be  eligible  for 
CME  credit.  The  conference  will  be  held 
April  17  and  18,  at  the  Hershey  Lodge 
and  Convention  Center  in  Hershey.  The 
conference  opens  Wednesday  at  1 p.m., 
and  closes  Thursday  at  noon. 


This  year’s  program  focuses  on  hospi- 
tal medical  staff  relations.  Medical  staff 
self-governance,  the  changing  work  re- 
lationships between  hospital  adminis- 
trators and  the  medical  staff  under 
Medicare’s  prospective  payment  sys- 
tem, and  maintaining  quality  medical 
care  amidst  the  changing  hospital  envi- 
ronment will  be  the  major  topics  dis- 
cussed. 


PAOO  observes  Eye  Health  Care  Month 


The  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology 
(PAOO)  led  the  effort  to  inform  the  pub- 
lic about  the  importance  of  eye  health 
during  January.  Members  of  the  acad- 
emy were  on  hand  when  Governor  Dick 
Thornburgh  proclaimed  January  Eye 
Health  Care  Month  in  the  Common- 
wealth to  coincide  with  the  national  ob- 
servance. 

Activities  in  state  included  placing 
messages  on  billboards,  and  on  televi- 
sion and  radio.  The  messages,  which 
featured  Bob  Hope,  national  honorary 


chairman  for  the  project,  urged  viewers 
and  listeners  to  have  their  eyes  checked 
regularly  by  an  ophthalmologist.  State 
ophthalmologists  discussed  eye  health 
topics  on  talk  shows  aired  in  Philadel- 
phia, Harrisburg,  Lancaster,  and  west- 
ern Pennsylvania. 

The  PAOO  also  worked  with  the 
Pennsylvania  Association  for  the  Blind 
on  various  public  education  projects. 
The  association  estimates  over  half  of 
all  blindness  now  can  be  prevented  if 
people  are  aware  of  the  danger  signs 
and  symptoms. 


Members  of  the  Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology  and  the 
Pennsylvania  Association  for  the  Blind  were  at  the  Capitol  when  Governor  Dick  Thorn- 
burgh signed  the  proclamation  making  January  Eye  Health  Care  Month.  Shown  from  left 
in  bottom  row  are  H.  Arnold  Muller,  MD;  Governor  Thornburgh;  and  James  L.  Curtis,  MD. 
Standing  from  left  are  Trudy  Ulshafer;  Paul  A.  Cox,  MD;  and  Edward  A.  Jaeger,  MD.  Dr. 
Muller  is  state  secretary  of  health.  Dr.  Curtis  is  academy  president,  Dr.  Jaeger  is  Ophthal- 
mology Council  president,  and  Dr.  Cox  is  legislative  chairman  for  the  PAOO.  Ulshafer  is 
executive  vice  president  of  the  state  association  for  the  blind. 


Also,  conference  participants  will 
earn  six  and  one-half  hours  of  PMS  Cat- 
egory 1 CME  credit. 

Dennis  S.  O’Leary,  MD,  dean  for  clini- 
cal affairs  at  George  Washington  Uni- 
versity Medical  Center  in  Washington, 
DC,  will  open  the  conference  on  Wednes- 
day afternoon.  Dr.  O’Leary  will  address 
the  changing  dynamics  of  hospital- 
medical  staff  relations. 

An  addition  to  the  program  is  “Medi- 
cal Staff  Legal  Issues:  The  Physician’s 
Side,”  a topic  discussed  by  Betty  Jane 
Anderson,  Esq.,  AMA  associate  gen- 
eral counsel,  and  Fred  Speaker,  Esq., 
PMS  outside  counsel. 

Medical  economist  Josephine  G.  Ka- 
ple,  PhD,  will  follow  with  a review  of  the 
performance  of  hospitals  under  prospec- 
tive payment  and  new  federal  health 
programs  on  the  horizon.  Dr.  Kaple  was 
directly  involved  in  the  development  of 
HCFA’s  DRG  payment  system. 

Wednesday’s  program  also  features 
AMA  President  Joseph  F.  Boyle,  MD, 
who  will  discuss  organized  medicine’s 
changing  to  meet  the  needs  of  medical 
staff  members. 

The  conference  closes  with  a discus- 
sion, “How  Physicians  Can  Win  the 
Battle  Against  Hospital  Dominance.” 
Walter  McClure,  PhD,  president  of  the 
Center  for  Policy  Studies,  in  Minneapo- 
lis, will  examine  ways  physicians  can 
safeguard  their  professional  indepen- 
dence within  the  hospital  setting. 

Tuesday  evening  before  the  confer- 
ence, the  Pennsylvania  Medical  Politi- 
cal Action  Committee  will  be  sponsor- 
ing an  informal  reception  for  members 
of  the  Pennsylvania  General  Assembly. 

Wednesday  morning,  the  Society’s 
new  Hospital  Medical  Staff  Section  will 
hold  its  second  meeting.  The  section 
will  consider  resolutions  relating  to 
medical  staff  issues  and  conduct  discus- 
sions on  credentialing  and  joint  ven- 
tures. Each  hospital  in  Pennsylvania  is 
entitled  to  send  one  medical  staff  repre- 
sentative. 

Advance  registration  is  required  for 
all  seminars,  workshops,  and  meals. 
The  registration  deadline  is  March  15. 
Reservations  for  meal  functions  cannot 
be  made  at  the  conference  and  the  Soci- 
ety will  no  longer  reimburse  conference 
participants  for  outside  meals. 
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My  mends 


One  Rx  for 
Pension  Plan 
Headaches: 


and  Incorporate. 


DON’T  LISTEN  TO  A FRIEND.  LISTEN  TO  A SPECIALIST 

CALL  US:  (814)  238-0544. 

We’re  conducting  financial  planning  seminars  in  your  area. 

Call  for  information. 


Pennsylvania  Financial  Group,  Inc. 

Specialists  in  financial  planning  for  doctors. 

Offices  in  State  College,  Pittsburgh,  Greensburg , Allentown,  Philadelphia,  and  Baltimore,  MD. 


newsfrc  .ts 


'To  be  is  to  be  related/  new  trustee  declares 

Juli  Claire  McGreevy 


“To  be  is  to  be  related.  I don’t  think 
we’re  going  to  be  allowed  to  practice 
medicine  again  without  somebody  look- 
ing over  the  shoulder.  And  while  I cer- 
tainly don’t  approve  of  an  awful  lot  of 
things  that  some  doctors  do  or  that  cer- 
tain doctors  stand  for,  on  balance,  I 
think  that  we’re  all  in  this  thing  to- 
gether.” 

You  call  him  Abe.  This  new  member 
of  the  Pennsylvania  Medical  Society 
Board  of  Trustees  is  Ernest  L.  Aber- 


nathy, MD.  Another  name  often  used  to 
describe  him  is  Renaissance  man,  and 
he  is  very  much  a Renaissance  man. 
Well-rounded  and  interested,  knowl- 
edgeable and  talented  in  a variety  of 
fields,  from  music  to  medicine,  from  lit- 
erature to  Lincoln. 

Dr.  Abernathy  feels  organized  medi- 
cine is  here  to  support  the  practicing 
doctor  who  carries  such  a tremendous 
amount  of  responsibility.  “If  you’re  re- 
sponsible for  somebody’s  life,”  he  says, 
“you  have  to  believe  very  passionately 
that  you’re  right.  And  when  somebody 
stands  over  my  shoulder  and  says,  ‘Well 
you  can’t  do  it  that  way  because  it  costs 
too  much  . . .’  Well,  it  probably  does— I 
don’t  think  there’s  ever  a complete  solu- 
tion to  this  problem— all  the  same  I 
think  we  have  to  keep  picking  at  it  and 
working  with  it.” 


A recently  retired  clinical  patholo- 
gist, Dr.  Abernathy  is  the  trustee  for 
the  Eleventh  District,  representing 
Bedford,  Cambria,  Fayette,  Greene, 
Somerset,  and  Washington  counties. 
Until  July  1984,  he  was  director  of  labo- 
ratories and  medical  director  of  the 
school  of  medical  technology  at  Wash- 
ington Hospital,  in  Washington. 

Dr.  Abernathy  has  very  positive 
views  on  just  what  qualifies  a person  to 
be  a doctor.  “I  think  that  the  best  pre- 


med  major  is  not  a science  major.  You 
get  enough  of  science  in  med  school. 
But  what  a doctor  needs  to  be  is  a 
source  of  strength  for  his  patients. 
They’re  sick;  they’re  scared;  and  they 
need  a source  of  ego  strength,  some- 
thing to  lean  on.  How  can  they  lean  on  a 
person  who’s  not  a person?  And  how 
can  you  be  a person  if  you  don’t  know 
something  besides  science?  How  can 
you  be  a person,  to  be  a source  of 
strength  to  your  people,  if  you  don’t 
know  anything  about  the  humanities?” 

Religion,  music,  and  heroes 
And  what  are  sources  of  strength  for 
Dr.  Abernathy?  Among  them  are  mu- 


The  author  is  a free  lance  writer/editor  based 
in  Harrisburg. 


sic,  heroes,  and  his  religious  belief- 
three  separate  entities  but  for  him  all 
related.  “I  need  music  because  I see  a 
lot  of  ugly  things.  The  music  helps  me 
to  see  some  beauty  and  order  instead  of 
the  ugly  and  disorderly,  because  music 
is  beautiful  and  orderly.  Actually,  music 
is  a part  of  my  religion.  One  of  the  ways 
we  sense  an  organizing  intelligence  be- 
hind the  universe— you  can  give  it  the 
general  term,  God— is  in  music. 

“Everybody  should  have  heroes.  And 
that  also  includes  heroines.  Lincoln  is 
one  of  mine.  I was  born  and  raised  in 
the  South,  in  the  middle  of  segregation, 
and  I didn’t  like  it.  I remember  when  I 
was  a kid— about  13—1  lay  awake  all 
one  night,  and  I finally  boiled  it  down  to 
the  proposition:  ‘Either  the  Bible  is 
right  and  all  of  these  people  are  wrong, 
or  the  Bible  is  wrong  and  all  of  these 
people  are  right.’  Well,  that  wasn’t 
much  of  a problem  to  solve.  So  when  I 
solved  that,  I was  never  very  comfort- 
able in  the  South. 

“When  I got  to  college,  and  was  an 
English  major,  I took  a course  in  En- 
glish prose.  The  professor  said  we’re  go- 
ing to  study  lucid  prose.  This  is  English 
prose  that  means  the  same  thing  to  ev- 
erybody, and  this  is  the  hardest  kind  of 
prose  there  is  to  write.  He  mentioned 
Swift,  Defoe,  Joseph  Addison,  and  Lin- 
coln? 

“Lincoln?  He’s  a president.  What’s  he 
got  to  do  with  English  prose?  But  that 
professor  was  right.  Lincoln  is  one  of 
the  great  masters  of  English  prose. 
When  I was  an  intern  in  Cincinnati  af- 
ter med  school,  at  the  Cincinnati  Gen- 
eral Hospital  in  1947  and  1948,  the  only 
reading  I did  the  whole  time  was  Sand- 
burg’s six  volume  Life  of  Lincoln.  I 
didn’t  have  time  to  read  much  but  I had 
to  read  for  some  escape  from  the  pres- 
sure. So  I read  Sandburg’s  Life  of  Lin- 
coln, and  I was  hooked.  You  do  fall  in 
love  with  him;  you  really  do. 

“I’m  very  interested  in  languages, 
and  it  really  focuses  around  almost  a 
lifelong  study  of  the  Bible.”  Dr.  Aber- 
nathy has  read  the  New  Testament  in 
Greek  three  times.  “I  studied  Hebrew 
and  have  gone  through  the  Old  Testa- 
ment in  Hebrew.  I’m  beginning  to  work 
a little  bit  with  Old  Aramaic,  which  is 
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BALANCED 
CALCIUM 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:360-566,  1982.  ' 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilfazem  HCI) 

30  mg  and  6<)  mg  tablets 

DESCRIPTION 

CARDIZEM'  (dlltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist)  Chemically, 
dlltiazem  hydrochloride  is  1 ,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl  ]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride.(+)  -cis-  The  chemical  structure  is: 


CH?CH2N(CH3)2 


Dlltiazem  hydrochloride  is  a while  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  ol  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  dlltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action,  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1 Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovme-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  dlltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxm,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Eflort-Assoclated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxm 
levels  up  to  20% 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (19%),  dizziness  (1.5%),  rash  (1.3%). 
asthenia  (1.2%),  AV  block  (11%)  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal’s  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM  erythema  multiforme;  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH.  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral/LDS0's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDw's  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LDS0  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient  s 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy  - CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS ) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1 771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1 772-49)  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 

Issued  4/1/84 


Another  patient  benefit  product  from 
PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY,  MISSOURI  64137 


Convenient  and  competitive  leasing — 
five  companies  or  your  own 


VOLKSWAGEN 


1373  Monheim  Pike  (at  Rt.  30),  Lancaster  Phone  299-2801 


newsfronts 


really  the  language  that  Jesus  spoke. 
The  oldest  Bible  manuscript  we  have 
was  written  in  old  Syriac,  the  literary 
form  of  Old  Aramaic. 

“As  a Presbyterian  elder,  I’ve  been 
teaching  Sunday  school  for  nearly  30 
years.  For  me,  my  religious  belief  ties  in 
to  the  way  I practice  medicine.  Take,  for 
instance,  autopsies.  I think  if  I did  not 
believe  in  the  soul  I would  not  be  willing 
to  do  autopsies.  The  religious  belief  is 
that  the  essential  part  of  that  body  is 
not  the  body  but  the  soul.  Right?  So 
when  the  soul  leaves  that  body  it’s  all 
right  to  learn  from  the  body.  Now,  if  I 
were  an  ancient  Egyptian  and  believed 
that  the  soul  hung  around  that  body, 
the  ka  they  call  it,  I’d  figure  the  ka’d 
slip  up  behind  me  while  I was  doing 
that  autopsy  and  do  bad  things  to  me. 
But  I don’t  think  that’s  true  of  the  soul. 
So  I’m  very  willing  and  even  eager  to  do 
autopsies.  I don’t  think  enough  of  them 
are  done,  and  I don’t  believe  it’s  any 
disrespect. 

“I’m  the  eyeball  procurer  for  my  hos- 
pital so  when  somebody  donates  the 
eyes  I procure  the  eyes.  In  my  case, 
about  68  people  are  seeing  now  who 


wouldn’t  be  seeing  otherwise.  And  I 
sort  of  like  that.  Talk  about  personal  im- 
mortality. You  can’t  beat  that  for  physi- 
cal immortality.” 

Communication  Vital 
Since  1957,  Dr.  Abernathy  has  been 
the  chief  deputy  coroner  for  Washing- 
ton County.  He  is  known  because  his 
testimony  has  never  been  challenged. 
His  experiences  in  court  have  taught 
him  the  importance  of  communication. 
“Learn  how  to  communicate  with  your 
patients.  The  hardest  thing  in  the  world 
if  you’ve  done  a lot  of  testifying  as  I’ve 
done,  is  to  translate  medical  language 
into  lingo  that,  for  instance,  a jury  can 
understand.  And  it’s  the  same  problem 
talking  to  a patient.  The  art  of  medical 
translation  is  not  taught  in  med  school. 
Medical  terms  are  just  convenient  ver- 
bal shorthand.  If  I say  cholecysto- 
duodenostomy  I am  referring  to  an  op- 
eration in  which  the  gallbladder  and 
duodenum  are  joined  with  a permanent 
opening.  Well,  it  took  me  a long  sen- 
tence to  say  what  I said  in  one  word. 
The  problem  is  translating  medical 
terms  so  that  the  patient  can  under- 
stand them.  You’re  not  going  to  walk 
in  to  a patient’s  family  and  say,  ‘I  just 


performed  a cholecystoduodenostomy 
on  Aunt  Milly.’  ” 

Looking,  talking  and  cutting  doctor 

“When  I was  in  college,  I earned  part 
of  my  way  through  school  by  being  the 
switchboard  operator  at  the  local  hospi- 
tal, which  is  really  how  I got  into  medi- 
cine.” Dr.  Abernathy  earned  an  AB  de- 
gree in  English  literature  at  Emory 
University,  Atlanta,  Georgia,  in  1942. 
He  continued  on  at  the  school  of  medi- 
cine to  receive  a medical  degree  in  1947. 
He  did  residencies  in  pathology  there 
and  in  Ohio,  at  Cincinnati  General  Hos- 
pital (1948-1950)  and  the  Youngstown 
Hospital  Association  (1950-1951). 

Why  pathology?  “Well,  I kid  people, 
but  it’s  not  entirely  kidding.  I say  that 
there  are  three  kinds  of  doctors.  There 
are  looking  doctors,  talking  doctors, 
and  cutting  doctors.  A looking  doctor’s 
a radiologist,  who  looks  at  x-rays.  A 
talking  doctor’s  an  internist;  and  there 
are  cutting  doctors;  they’re  surgeons. 
But  there’s  only  one  kind  of  doctor 
that’s  all  three:  looking,  talking,  and 
cutting.  That’s  a pathologist. 

I also  saw  pathology  as  a somewhat 
more  academic  approach,  although  I 
maintained  my  clinical  orientation  and 
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PMS  commends  volunteers  at  conference 


The  Board  of  Trustees  of  the  Pennsyl- 
vania Medical  Society  has  chosen  the 
recipients  of  the  1985  Benjamin  Rush 
Awards  and  the  1985  Environmental 
Improvement  Recognition  Awards,  to 
be  made  at  the  1985  PMS  Leadership 
Conference. 

The  Individual  Rush  award  will  go  to 
Mrs.  Shirley  Miller,  whose  name  was  en- 
tered by  the  Mercer  County  Medical 
Society.  Mrs.  Miller  has  contributed 
countless  hours  of  volunteer  service  to- 
ward improving  the  health  and  welfare 
of  a wide  segment  of  the  community,  in- 

Dr.  Abernathy  new  trustee 

have  never  forgotten  that  the  reason  I 
exist  is  the  same  reason  that  any  other 
doctor  exists:  there  are  sick  people. 

Issues  of  concern 

“One  of  the  things  we  need  to  do  is 
preach  a little  honesty.  And  it’s  going  to 
be  awfully  hard.  I can’t  cure  much  dis- 
ease. The  public  needs  to  be  told  that 
even  though  they  don’t  want  to  believe. 
There  is  a difference  between  cure  and 
treatment  and  it’s  a very  big  difference. 

“I  think  we  need  to  preach,  for  in- 
stance, the  fact  that  the  HMO  is  basi- 
cally a concept  that  has  a poor  name. 
The  implication  is  that  with  the  Health 
Maintenance  Organization,  everybody 
goes  every  six  months.  Somebody’s  dis- 
ease is  spotted.  It’s  averted— doesn’t 
happen.  So  we  spend  less  money  in  the 
long  run.  Less  hospital  admissions.  I 
submit  that  in  a larger  sense  than  any- 
one wants  to  admit  or  any  lay  person 
wants  to  believe,  it  isn’t  so.  We  can’t  do 
that  much.  I can  spot  disease  coming 
on,  and  all  I can  do  is  treat  it. 

“Now,  this  is  beginning  to  change. 
We  are  improving.  There’s  no  question 
about  that.  And  so  maybe  every  year 
that  HMOs  are  around  they  will  get 
more  and  more  effective.  Maybe,  maybe 
not.  But  right  now,  I don’t  think  we  can 
sell  them  as  a panacea  because  every- 
body’s going  to  get  very  angry  and  un- 
happy and  disappointed  when  they  do 
not  cut  costs  that  much.” 

Dr.  Abernathy  offers  this  anecdote  by 
way  of  an  example.  “Aunt  Milly  and 
Uncle  Jimmy  have  their  gallbladders 
out.  Aunt  Milly  is  the  tender,  delicate, 
fragile  type,  and  she  needs  to  stay  in 


eluding  children,  adolescents,  the  un- 
derprivileged, the  abused,  the  handi- 
capped, and  the  elderly. 

The  Northampton  County  Medical 
Society  nominated  Pennsylvania  Inc., 
represented  by  Hogar  Crea,  for  the  Or- 
ganization Award.  The  Bethlehem  ther- 
apeutic community  reeducates  drug 
and  alcohol  abuse  victims. 

The  Individual  Environmental  Award 
will  go  to  John  L.  Schwartz,  of  Turtle 
Creek.  Mr.  Schwartz’s  name  was  sub- 
mitted by  the  Allegheny  County  Medi- 
cal Society  for  his  efforts  in  leading  the 


the  hospital  for  ten  days  to  recover 
from  the  gallbladder  operation.  But  Un- 
cle Jim  is  the  hale,  hearty,  husky  type. 
He  only  needs  to  stay  for  six  days.  So 
then  the  third-party  payers  come  along 
and  say,  ‘Well,  some  of  your  patients 
only  stayed  six  days,  and  some  of  them 
stayed  ten  days.  Now,  none  of  them  can 
stay  more  than  six.’  So  we  send  Aunt 
Milly  home,  and  she’s  madder  than 
hops  because  she’s  not  feeling  well. 
She’s  still  hurting,  and  she  says  to  the 
doc,  ‘Why  did  you  send  me  home?’  ” 
One  legislative  issue  whose  time  has 
more  than  come  is  mandatory  seat  belts 
for  adults.  Dr.  Abernathy  says,  “It  is 
near  and  dear  to  my  heart.  Can  I tell 
you  a story?  This  happened  when  seat 
belts  were  very  rare,  and  I had  started 
doing  the  coroner’s  work.  One  snowy 
Sunday  afternoon,  I got  a call  from  the 
emergency  department  at  the  hospital. 
There  were  some  dead  people  there,  and 
as  deputy  coroner  I’d  better  come  look 
at  them.  So  I went  over  there.  I walked 
into  the  emergency  room  and  here  sat  a 
guy  on  the  waiting  bench  in  the  emer- 
gency room  with  the  funniest  expres- 
sion on  his  face  I ever  saw.  And  a 
woman  sitting  beside  him,  crying.  I 
thought,  well  this  is  the  family  of  who- 
ever was  killed.  No,  it  wasn’t.  It  was  the 
family  from  the  other  car,  and  they  were 
sitting  there  waiting  for  their  daughter 
to  come  back  from  x-ray.  She  had  a 
sprained  wrist.  I went  in  the  back  room, 
and  there  were  three  dead  people:  a 
man,  his  wife  and  a young  child.  And 
that’s  what  the  woman  was  crying 
about.  This  driver  had  passed  on  a hill 
and  run  straight  into  them— head-on 
collision— killed  all  three  of  them,  but  in 


purification  effort  of  Turtle  Creek.  In 
1970,  the  western  Pennsylvania  stream 
ran  red  with  acid  mine  drainage  and 
was  heavily  polluted  with  sewage;  in 
the  spring  of  1984,  it  was  stocked  with 
trout. 

The  Hopewell  High  School  Conserva- 
tion, Fishing,  and  Hunting  Club,  was 
selected  for  the  Voluntary  Agency  Envi- 
ronmental Award.  The  student  mem- 
bers of  this  group,  recommended  by  the 
Beaver  County  Medical  Society,  devel- 
oped a 3U  mile  exercise  trail  for  improv- 
ing the  health  of  local  residents. 


the  other  car,  only  the  daughter  was 
hurt  and  she  had  a sprained  wrist.  The 
real  story  was  this:  that  family  had  seat 
belts— with  terrible  difficulty— installed 
in  their  car.  And  the  husband  said,  ‘This 
is  a bunch  of  junk  and  this  is  stupid  and 
they  confine  you.’  So  they  went  up  to 
Seven  Springs  to  ski,  and  coming  back, 
the  wife  kept  saying,  ‘We  ought  to  wear 
these  seats  belts;  it’s  slippery  and  it’s 
snowy.’  So  finally  they  stopped  and  put 
the  seat  belts  on.  Just  west  of  Washing- 
ton, on  a bad  stretch  of  Route  40,  the 
collision  occurred.  That’s  it.  Three  dead 
people.  And  one  sprained  wrist.  That’s 
all  I needed.  That’s  all  anybody  needs.” 

Why  the  bow  tie?  Years  ago  when  he 
was  a resident  in  the  emergency  room,  a 
prostitute  named  Juanita,  who  was  be- 
ing treated  for  drug  withdrawal,  almost 
killed  him.  “She  reached  up  from  the  ta- 
ble, grabbed  the  two  ends  of  my  conven- 
tional tie,  and  nearly  strangled  me.  I 
have  worn  a bow  tie  ever  since.” 

Retirement 

So  what’s  ahead  for  this  man  of  many 
interests?  Near  his  home  in  Washing- 
ton, he’s  building  a wildlife  preserve! 
Sixty  acres  of  land  is  involved.  He  calls 
it  his  Baumplatz  (German  for  tree 
place).  Like  one  of  the  men  he  admires, 
Johnny  Appleseed  (“He  was  a very 
good  businessman;  he  made  a lot  of 
sense.  And  the  Indians  didn’t  bother 
him  because  they  like  apples  too!”),  Dr. 
Abernathy  is  planting  trees  in  his  wild- 
life refuge— 80  varieties  of  trees  so  far. 
It’s  his  refuge  too— a place  where  he  can 
find  peace,  to  walk,  to  unwind,  to  relate. 
“As  long  as  I have  my  Baumplatz,”  he 
says,  “I  will  find  relaxation.” 
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The  Comprehensive  Headache  Center 

at  The  Germantown  Hospital  and  Medical  Center  in  cooperation  with 
Temple  University  School  of  Medicine,  Department  of  Neurology 
Presents 

A HEADACHE  SYMPOSIUM 

A Practical  Approach  to  Headache  for  the  Treating  Physician 

Moderator:  Elliott  A.  Schulman,  M.D. 

Attending  Neurologist  and  Co-director  of  the 
Comprehensive  Headache  Center 
The  Germantown  Hospital  and  Medical  Center 
Assistant  Professor  of  Neurology,  Temple  University 

Saturday,  April  20,  1985  9 AM-3:15  P.M. 
at  The  Germantown  Hospital  and  Medical  Center 

One  Penn  Boulevard,  Philadelphia,  Pa. 

(adjacent  to  LaSalle  University  at  the  intersection 
of  Wister  Street,  Chew  and  Olney  Avenues) 


Featured  Speakers  and  Topics: 


Introduction  and  Welcoming  Remarks 

Wallace  McCune,  M.D. 

Professor  of  Medicine 

Temple  University  School  of  Medicine 

Chairman,  Department  of  Medicine 

The  Germantown  Hospital  and  Medical  Center 


Migraine:  “ Current  Concepts " 

Neil  Raskin,  M.D. 

Professor  of  Neurology,  University  of  California 

Psychological  Concepts  of  Headache 

Ronald  S.  Kaiser,  Ph.D. 

The  Comprehensive  Headache  Center 
Clinical  Psychologist  and  Assistant  Professor 
of  Psychology,  Hahnemann  University 

Gregory  J.  Tramuta,  M.D. 

The  Comprehensive  Headache  Center 
Psychiatrist  and  Psychoanalyst 
Clinical  Assistant  Professor  of  Psychiatry, 
Temple  University 


An  Overview  of  Headache 

Stephen  D.  Silberstein,  M.D. 

Chief,  Neurology  Section  and  Co-director 
The  Comprehensive  Headache  Center 
The  Germantown  Hospital  and  Medical  Center 
Associate  Professor  of  Neurology, 

Temple  University 

Muscle  Contraction  Headache-Or  Are  They? 

John  Edmeads,  M.D. 

Professor  of  Neurology,  University  of  Toronto 


A roundtable  discussion  will  include  controversial  topics  in  headache  management  and  difficult  cases. 
*Plan  to  bring  your  difficult  cases  for  discussion. 


Credit: 

4.5  credit  hours  in  Category  I credit 
provided  it  is  completed  as  designed. 
A.A.F.P.  prescribed  credits  AOA  credit. 


Registration  Fee: 

$25.00  includes  coffee  breaks,  lunch  and 
registration  material. 

Please  make  checks  payable  to 

The  Germantown  Hospital  and  Medical  Center 

and  send  by  April  12,  1985  to: 

Comprehensive  Headache  Center 

Germantown  Hospital  and  Medical  Center 
One  Penn  Boulevard  Philadelphia,  PA  19144 
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Spending  in  hospitals  declines,  survey  shows 


The  rate  of  increase  in  spending  by 
hospitals  in  Pennsylvania  during  the 
first  quarter  of  Fiscal  Year  1985  (July  1, 
1984-September  30,  1984)  was  a record 
low  of  1.8  percent,  according  to  the 
results  of  a survey  released  by  the  Hos- 
pital Association  of  Pennsylvania 
(HAP). 

In  comparison,  government  figures 
from  the  Consumer  Price  Index  (CPI) 
for  the  same  three-month  period  report 
a national  inflation  rate  of  4.2  percent. 
Similarly,  the  American  Hospital  Asso- 
ciation Market  Basket  Index,  which 
measures  the  cost  of  providing  hospital 
care,  rose  by  5.8  percent. 

The  figures  are  particularly  signifi- 
cant since  July  through  September, 
1984,  is  the  first  quarter  during  which 
Pennsylvania’s  hospitals  operated  un- 
der DRGs  (diagnosis  related  groups), 
the  government’s  new  prospective  pric- 


The  state  health  department’s  Ge- 
neric Drug  Formulary,  completely  re- 
vised for  the  first  time  in  three  years, 
has  been  adopted  in  final  form  and  will 
soon  be  available. 

According  to  Jack  B.  Ogun,  RPh,  di- 
rector of  the  Division  of  Drugs,  De- 
vices, and  Cosmetics,  the  revision  of 
earlier  drug  listings  includes  over  30  im- 
portant new  categories  that  will  be 
available  in  competitive  drug  brands  at 
lower  cost  for  physicians,  pharmacists, 
and  consumers. 

Nearly  every  major  drug  manufac- 
turer in  the  U.S.  is  represented  on  the 
list.  Categories  of  new  drugs  added  to 
the  formulary  are  antibiotics,  diuretics, 
high  blood  pressure  medications,  and 
antidepressants  similar  to  such  drugs 
as  Vibra-Tabs,  Diamox,  Enduron,  and 
Mellaril. 

Each  pharmacy  in  the  state  will  re- 


ing  system  for  Medicare  and  Medical 
Assistance  patients.  Together,  the  two 
account  for  approximately  55  percent  of 
the  patient  volume  at  Pennsylvania’s 
hospitals. 

According  to  HAP  President  John  A. 
Russell,  “For  the  first  time  in  recent 
history,  Pennsylvania  hospitals’  ex- 
penses increased  slower  than  the  na- 
tional inflation  rate.”  Russell  said  that 
over  the  past  2V4  years,  the  rate  of  in- 
crease in  hospitals’  spending  in  Penn- 
sylvania has  been  steadily  declining. 
This  experience  in  Pennsylvania  re- 
flects a nationwide  trend;  the  rate  of 
increase  in  expenses  in  the  nation’s  hos- 
pitals for  the  period  July  through  Sep- 
tember 1984,  was  4.1  percent. 

Among  the  reasons  for  the  slowing  of 
hospitals’  spending  in  Pennsylvania, 
Russell  cited  the  development  of  alter- 
native approaches  to  financing  and  de- 


ceive a complimentary  copy  of  the  new 
formulary.  Physicians  desiring  copies  of 
the  formulary  should  contact  the  Divi- 
sion of  Drugs,  Devices,  and  Cosmetics, 
PO  Box  90,  Harrisburg,  PA  17108. 

Until  the  new  formularies  are  printed 
and  ready  for  distribution,  pharmacists 
and  physicians  can  review  the  official 
listing,  which  appeared  in  its  entirety  in 
the  July  14,  1984,  issue  of  the  Pennsyl- 
vania Bulletin. 

According  to  Ogun,  the  physician 
must  indicate  on  the  prescription  that  a 
competitive  brand  or  generic  equivalent 
may  be  dispensed  before  the  pharma- 
cist can  fill  it.  However,  a formulary  is 
not  necessary  for  a physician  to  pre- 
scribe competitive  brand  drugs.  “It 
need  only  be  indicated  on  the  prescrip- 
tion that  a less  expensive,  competitive 
brand  drug  may  be  dispensed  by  the 
pharmacist.” 


livering  patient  care.  “The  health  care 
environment  in  this  state  has  changed 
dramatically  to  accommodate  health 
maintenance  organizations  (HMOs), 
preferred  provider  organizations 
(PPOs),  and  similar  types  of  plans,  all  of 
which  combine  the  delivery  and  pay- 
ment of  health  care  for  a fixed  price. 
More  and  more  hospitals  are  opting  to 
participate  in  these  plans.” 

Russell  pointed  to  several  other  im- 
portant developments  that  have  con- 
tributed to  hospitals’  success  in  control- 
ling costs.  These  include  the  combined 
efforts  of  employers  and  insurers  to  re- 
structure health  benefit  plans  to  en- 
courage use  of  less  expensive  alterna- 
tives to  inpatient  care;  new  medical 
technologies  that  make  it  possible  to 
perform  more  procedures  safely  on  an 
outpatient  basis;  easing  of  inflationary 
pressures,  and  innovative  cost  contain- 
ment programs  at  hospitals. 

The  survey  revealed  major  findings 
with  regard  to  inpatient  care: 

• Admissions  to  hospitals  decreased 
by  2.3  percent. 

• The  number  of  inpatient  days  (ex- 
cluding newborns)  declined  by  ap- 
proximately 14  percent. 

• The  occupancy  rate  statewide  fell  by 
approximately  eight  percent,  down 
to  68  percent. 

• The  average  length  of  a patient’s 
stay  in  the  hospital  was  6.8  days, 
down  from  7.6  in  Fiscal  Year  1984. 

• The  number  of  set-up  and  staffed 
beds  at  Pennsylvania’s  hospitals  de- 
clined by  nearly  4.6  percent.  With  in- 
creased emphasis  on  alternatives  to 
inpatient  hospital  care,  many  hospi- 
tals recently  began  removing  some 
inpatient  beds  from  service  and  con- 
verting those  beds  to  other  uses, 
such  as  outpatient  care  and  long- 
term care. 

According  to  Russell,  Pennsylvania’s 
hospitals  have  anticipated  the  overall 
decline  in  use  of  inpatient  services  and 
adjusted  their  treatment  patterns  ac- 
cordingly. “Hospital  managers  and  phy- 
sicians should  be  commended  for  their 
efforts  in  successfully  adapting  to  a 
new  era  in  health  care.  In  the  face  of  dif- 
ficult financial  challenges,  our  hospitals 
and  doctors  have  kept  their  commit- 
ment to  providing  high  quality,  afford- 
able, accessible  health  care  to  all  Penn- 
sylvanians.” 


Vital  statistics  report  available 


The  state  Health  Department  has 
produced  a statistical  guide  to  Pennsyl- 
vania’s counties.  The  report  makes  it 
easy  to  compare  counties  in  a number  of 
different  ways,  including  population, 
number  of  births,  deaths,  marriages, 
and  divorces,  and  the  five  leading 
causes  of  death. 

“All  this  information  has  been  con- 


centrated into  one  small  brochure,” 
says  Jerry  Orris,  statistical  supervisor 
in  the  department’s  Health  Data  Cen- 
ter. 

To  receive  copies  of  the  report— which 
covers  calendar  years  1982  and  1983- 
write  to  the  State  Health  Data  Center, 
Pennsylvania  Department  of  Health, 
PO  Box  90,  Harrisburg,  PA  17108. 


Generic  drug  formulary  revised 
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Thrift  Drug 


1 QOC  Thrift  Drug 
-*■  opened  for 

business  in  May  in  Sewickley  and 
Bellevue,  Pennsylvania. 

That  year,  medical  researchers 
Edward  C.  Kendall  in  America 
and  Thadeus  Reichstein  in 
Switzerland,  isolated  one  of  the 
most  valuable  pain  and 
inflammation  relievers  of  the 
century  — the  steroid  cortisone 
a hormone  produced  naturally  in 
the  human  body.  Cortisone  was 


had  been  able  to  help.  By  the 
most  conservative  estimate, 
cortisone  has  since  saved  a million 
Americans  from  invalidism. 

Another  doctor,  Philip  S. 

Hench  of  the  Mayo  Clinic,  also 
made  great  strides  in  cortisone 
research.  Kendall.  Reichstein  and 
Hench  continued  their  work  on 
cortisone  and  other  steroids  in  the 
coming  decades  — and  in  1950 
jointly  received  the  Nobel  Prize  for 
their  contributions  to  medicine. 


found  to  offer  remarkable  benefits 
to  sufferers  of  such  crippling 
maladies  as  rheumatoid  arthritis, 
multiple  sclerosis  and  cancer, 
easing  crippled  joints  that  no  drug 


Pennsylvania  based,  Pennsylvania  managed.  Serving  you  better  through  Progress  in  Pharmacy 


newsfroiits 


Allegheny  CMS  honors  three  members 


The  Allegheny  County  Medical  Soci- 
ety recognized  three  physicians  for 
their  contributions  to  medicine  and  the 
community  at  their  Annual  Dinner  and 
Installation  of  Officers. 

The  Ralph  C.  Wilde  Award,  named  for 
the  1972  ACMS  president  who  was  an 
outstanding  leader,  teacher,  and  human 
being,  was  presented  to  ACMS  mem- 
ber Donald  F.  Leon,  MD.  The  award  rec- 
ognizes Dr.  Leon’s  commitment  to 
maintaining  high  standards  in  medical 
education  and  his  extensive  involve- 
ment in  the  health  care  community. 

Dr.  Leon  serves  on  the  board  of  direc- 
tors of  the  American  Cancer  Society, 
the  Western  Pennsylvania  Heart  Asso- 
ciation, and  Blue  Cross  of  Western 
Pennsylvania.  He  is  especially  active  on 
the  Advisory  Board  of  F amily  House,  a 
facility  for  out-of-state  relatives  of  pa- 
tients at  the  University  Health  Center 
Hospitals. 

Dr.  Leon  has  been  affiliated  with  the 


University  of  Pittsburgh  School  of 
Medicine  for  25  years.  He  retired  his 
post  as  deem  in  1984  and  rejoined  fac- 
ulty ranks  as  professor  of  medicine.  Dr. 
Leon’s  door  is  always  open  to  the  collec- 
tive and  individual  concerns  of  his  stu- 
dents. He  infuses  his  academic  duties 
with  an  unmistakable  love  of  teaching. 

For  untiring  service  and  dedication  to 
ACMS,  Abraham  J.  Twerski,  MD,  was 
awarded  the  Frederick  M.  Jacob  Award. 

Dr.  Twerski  has  been  a member  of  the 
board  of  directors  since  1974.  He  is  an 
associate  editor  of  the  ACMS  BULLE- 
TIN, a PMS  delegate,  and  serves  on  the 
Long-Range  Planning  and  Friends  of 
Medicine  committees.  He  is  chairman 
of  the  PMS  Impaired  Physician  Com- 
mittee and  is  noted  for  his  local  rehabili- 
tation efforts. 

In  this  his  twenty-fifth  year  of  prac- 
tice, Dr.  Twerski  is  clinical  director  of 
the  Department  of  Psychiatry  at  St. 
Francis  Medical  Center  and  medical  di- 


rector of  Gateway  Rehabilitation  Cen- 
ter. 

The  Nathaniel  Bedford  Award  ac- 
knowledges long-term  dedication  to  pa- 
tients’ needs— psychological  as  well  as 
physical.  Brainard  0.  Hawk,  MD,  an 
obstetrician  and  gynecologist,  will  re- 
ceive the  award  for  more  than  forty-five 
years  of  outstanding  medical  service. 

At  one  point  in  his  career,  during  the 
post-World  War  II  “baby  boom”  years, 
Dr.  Hawk  delivered  nearly  200  babies  a 
month,  at  times  not  leaving  the  hospital 
for  a week.  He  inspired  many  young 
physicians  with  his  superb  patient  rap- 
port, extensive  medical  knowledge,  and 
professionalism.  Since  his  retirement  in 
1982,  he  is  sorely  missed  by  patients 
and  peers. 

Dr.  Hawk  is  regarded  in  the  medical 
community  as  a “doctor’s  doctor”  a dis- 
tinction of  the  greatest  respect  and  rev- 
erence one’s  colleagues  can  offer. 


A 

WORD 

TO  THE 
WHYS 
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“Why  your 
investments 
aren’t  as  successful 


as  you  are. 


99 


b W By  Dr.  S.R.  Sarantos 


Face  it.  Few  problems 
are  as  complex  as  the 
management  of  your 
practice,  money  and 
taxes.  And  few  health 
care  practitioners  have 
the  extensive  specialized  expertise 
necessary  for  success  in  precisely 
these  disciplines.  Expertise  which 
is  vital  to  achieving  financial 
growth,  and,  ultimately,  independence. 

As  one  of  the  health  care  practitioners  who  has  been 
fortunate  enough  to  gain  these  crucial  financial  skills, 
I’d  like  to  share  a few  observations  on  why  so  many 
otherwise  successful  practitioners  don’t  have  similar 
success  when  it  comes  to  their  investments. 

Strategies  to  make  your  earnings  grow 
A successful  practice  alone  is  not  enough  to  guarantee  your 
financial  independence.  That  requires  a careful  balance  of 
prudent,  disciplined  tax  planning  and  professional  manage- 
ment of  your  retirement  assets. 

Too  many  of  you  have  relied  far  too  much  on  the  stock 
market. ..and  paid  the  price  for  its  unpredictability.  Why 
assume  such  risk-when  you  can  pursue  a conservative,  non- 
stock market  approach  that  provides  for  a reliable,  real  rate 
of  return?  A diversified  portfolio  based  on  short-term  guar- 
anteed investment  vehicles,  as  well  as  real  estate  invest- 
ments designed  specifically  for  retirement  plans,  can 
satisfy  both  your  immediate  and  future  financial  needs. 

Call  in  the  right  professionals  now 
Deciding  how  to  invest  isn’t  easy.  Financial  strategies 
present  a complex  picture-but  the  right  professionals  can 
help  you  focus  in  on  the  best  solutions  for  you.  I’ve  compiled 
“25  Investment  Pitfalls  and  How  the  Health  Care  Practitioner 
Can  Avoid  Them.”  Your  phone  call  or  coupon  will  bring  these 
valuable  insights  free  of  charge-and  start  you  on  the  path 


to  making  more  of  what  you  earn  with  the 
help  of  our  team  of  qualified  specialists. 
So  call  me,  or  my  colleagues,  Dr. 
David  Raucher,  or  Jay  Cruice,  Certi- 
fied Financial  Planner,  today.  What- 
ever your  concerns-practice  eval- 
uation, investment  counseling,  or 
any  other  aspect  of  personal  finan- 
cial planning-one  firm  does 
have  the  financial  solutions 
for  the  health  care  practitioner... Sarantos  & Company. 

Sarantos  & Company,  Inc. 

Registered  investment  advisors 
800-223-0164  201-539-4000 

“Total  financial  planning  for  the  health  care 
practitioner ” 

— — 1 

Mail  Sarantos  & Company,  Inc. 

To:  240  Cedar  Knolls  Road 

Cedar  Knolls,  N.J.  07927-9990 


gf  YES,  send  me  my  free  copy  of: 

“25  Investment  Pitfalls  and  How  the  Health 
Care  Practitioner  Can  Avoid  Them.” 

Also  send  me  information  on: 

□ Personal  Financial  Planning 

□ Investment  Management  for  Retirement  Plans 


Name- 


Address. 
City 


. State . 


Phone:  Office 

PM -385 


Zip_ 

.Horned  ). 
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PMS  Board  names  PaMPAC  directors 


At  its  January  meeting,  the  Board  of 
Trustees  of  the  Pennsylvania  Medical 
Society  elected  directors  for  the  Penn- 


The  National  Board  of  Medical  Ex- 
aminers (NBME)  has  received  a three- 
year  $3,939,741  grant  from  the  W.  K. 
Kellogg  Foundation  of  Battle  Creek, 
Ml.  The  award  to  NBME  is  to  complete 
its  development  of  a computer-based 
clinical  simulation  model  (CBX)  for  use 
in  national  examinations  for  licensure 
and  certification  in  medicine  and  re- 
lated health  professions. 

The  computer-based  examination  is 
directed  toward  measuring  the  clinical 
competence  of  candidates  for  medical  li- 
censure and  specialty  certification. 
CBX  simulates  patient  care  situations 
to  test  decision-making  and  problem- 
solving skills  and  to  judge  more  pre- 
cisely the  physician’s  capability  to  pro- 
vide cost-effective,  high-quality  health 
care.  “CBX  offers  the  opportunity  to 
achieve  a far-reaching  advance  in  the 
assessment  of  professional  compe- 


sylvania  Medical  Political  Action  Com- 
mittee (PaMPAC). 

The  directors  for  the  twelve  districts 


tence,”  said  Edithe  J.  Levit,  MD,  presi- 
dent of  NBME,  “and  thereby  gives 
greater  assurance  to  the  public  whose 
well  being  is  protected  through  a rigor- 
ous evaluation  process.” 

In  order  to  implement  computer- 
based  testing  nationally,  NBME  plans 
to  establish  a nationwide  system  of 
computer-based  evaluation  and  learn- 
ing centers.  Each  center  will  be  man- 
aged by  a full-time,  specially-trained 
staff  and  will  be  equipped  with  state-of- 
the-art  computers  and  related  technol- 
ogy. The  centers  are  expected  to  be  in 
use  within  the  next  five  years. 

The  newly-developed  test  materials 
for  CBX  will  be  field-tested  in  a Proto- 
type Evaluation  and  Learning  Center 
located  in  Philadelphia.  The  center  will 
serve  as  a full-scale  laboratory  to  pilot- 
test  actual  test  materials  and  user  ori- 
entation procedures. 


are  as  follows:  first  district— Robert  H. 
Bradley  Jr.,  MD,  Philadelphia;  second 
district— Thomas  J.  Kardish,  MD, 
Southampton;  third  district— Wilfred 
E.  Vogler  Jr.,  MD,  Bethlehem;  fourth 
district— William  C.  Wright,  MD, 
Bloomsburg;  fifth  district— Roland  A. 
Loeb,  MD,  Lancaster;  sixth  district— 
Harold  R.  Cottle,  MD,  Hollidaysburg; 
seventh  district— Jack  L.  Fairweather, 
MD,  Lewisburg;  eight!)  district— 
Joseph  R.  McClellan,  MD,  Erie;  ninth 
district— Carol  N.  Maurer,  MD,  Oil 
City;  tenth  district— Eugene  W.  Her- 
ron, MD,  Delmont;  eleventh  district— 
Jon  Adler,  MD,  McMurray;  and  twelfth 
district— Victor  F.  Greco,  MD,  Drums. 


Allergists  hold  meeting 

The  Pennsylvania  Allergy  Associa- 
tion will  hold  its  annual  meeting  in  Wil- 
liamsburg, VA,  June  21-23,  1985.  The 
tentative  program  includes  these  top- 
ics: 

Day  1 

Effect  of  Immunotherapy  on  Mediator 
Production:  Philip  S.  Norman,  MD 
Insulin  Allergy:  Phil  Fireman,  MD 
Immune  Modulation  of  Macrophage 
Function:  Michael  Kaliner,  MD 
Fiberoptic  Rhinopharyngoscopy:  Kent 
Christopher,  MD 

Day  2 

HL-A  and  Human  Disease:  Steve 
Shaw,  MD 

Heart  Transplantation:  Bruce  Rabin, 
MD 

Bone  Marrow  Transplantation-Current 
Status:  George  Santos,  MD 
Fellows  Presentations  (2) 

Annual  Business  Meeting 

Day  3 

Pharmacologic  Action  of  Corticoste- 
roids in  Asthma:  Michael  Kaliner, 
MD 

Theophylline:  Herbert  Mansman,  MD 
Reactions  to  Radiocontrast  Media: 
B.  Zweiman,  MD 
Fellow  Presentations  (2) 

Moderators 

Day  1— Gary  L.  Rosenberg,  MD;  Day 
2— D.  Lee  Miller,  MD;  Day  3— Carleton 
I.  Halle,  MD. 


"I'D  LIKE  TO  MAKE 
AN  APPOINTMENT 
WITH  THE  DOCTOR" 

Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  an 
ACS  survey*  many  people  would  like  to  receive 
more  information  about  colorectal  cancer,  and 
83%  said  they  would  want  ter  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public  education 
for  the  early  detection  of  colorectal  cancer. 
We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY  10016. 


I, 


' 'Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude 
Survey,"  Ca  33:  359-365,  19R3  (Nov.-Dee.). 
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NBME  develops  computerized  test 
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© Eastman  Kodak  Company,  1984 


The  KODAK  EKTACHEM 
DT60  Analyzer  creates  an 
extra  service  for  your  pa- 
tients without  extra  invest- 
ment in  labor.  And  because 
it  can  pay  for  itself  in  three 
months,  it’s  a timely  invest- 
ment in  your  future. 

The  chemistry  tests 
you  need 

With  the  DT60  Analyzer 
you  perform  key  chemistry 


tests  in  your  own  office 
instead  of  using  an  out- 
side laboratory.  Available 
tests  include  glucose, 
cholesterol,  triglycerides, 
BUN,  uric  acid,  sodium, 
and  potassium,  with  total 
hemoglobin  and  bilirubin 
coming  soon. 

The  time  you  need 

Get  test  results  in  five 
minutes  or  less;  perform 


up  to  75  tests  an  hour. 
Save  time  waiting  for 
results  to  assist  in  your 
diagnosis,  and  on  follow- 
up phone  calls. 

The  accuracy 
you  need 

The  DT60  Analyzer  uses 
proven  technology  and 
methodology  from  the 
KODAK  EKTACHEM  400 
and  700  Analyzers,  which 


provide  millions  of  accurate, 
precise  results  to  clinical 
laboratories  nationwide. 

The  simplicity 
you  need 

The  DT60  Analyzer,  com- 
pact as  a personal  com- 
puter, features  dry  slide 
technology  to  eliminate 
wet  reagents.  It  is  auto- 
mated to  free  up  your 
staff,  and  training  takes 


only  minutes.  From  the 
finger-stick  sample  to 
results  printout,  the  DT60 
Analyzer  is  simplicity  itself. 

To  see  what  the  DT60 
Analyzer  can  do  for  you, 
write  Eastman  Kodak  Com- 
pany, Dept.  740-B,  343  State 
Street,  Rochester,  NY  14650, 
or  call  1 800  44KODAK, 
Ext  423(1  800  445-6325, 
Ext  423)  today. 


Leading  the  way  in  healthcare 
technology  for  over  100  years. 

KODAK  EKTACHEM 
Clinical  Chemistry  Products 


MAY  NOT  BE  AVAILABLE  IN  ALL  AREAS 


capital  commentary 

Legislation  from  conception  to  implementation 


Robert  H.  Craig  Jr. 

Jerry  L.  Rothenberger 
Larry  L.  Light 

The  169th  regular  session  (1985-86) 
of  the  Pennsylvania  General  As- 
sembly is  only  three  months  old,  and  we 
have  already  seen  the  introduction  of 
over  600  bills  from  both  chambers.  By 
the  time  this  session  is  scheduled  to 
end,  November  30,  1986,  we  can  expect 
to  see  a combined  introduction  of  over 
5,000  bills  from  the  House  and  Senate. 
On  the  average,  far  less  than  10  percent 
of  these  bills  will  complete  the  legisla- 
tive process  by  which  a bill  becomes  a 
law.  Numerous  political  snags  and  par- 
liamentary roadblocks  can  hinder  a bill 
as  it  passes  from  one  chamber  to  an- 
other, and  before  it  finally  reaches  the 
governor’s  desk. 

The  following  example  is  just  one  hy- 
pothetical case  of  how  a bill  is  devel- 
oped, put  into  print,  acted  upon  in  one 
chamber,  and  then  sent  to  the  other 
chamber  for  legislative  action. 

State  Senator  Good  Idea  decided  to 
introduce  a bill  after  reading  several  ar- 
ticles pertaining  to  the  health  care  de- 
livery system  in  another  state.  He  liked 
what  he  read  and  asked  that  his  staff  do 
some  research.  They  called  other  states 
and  got  copies  of  their  laws  to  review. 
They  also  obtained  a model  bill  pro- 
vided by  the  Council  of  State  Govern- 
ments. Equipped  with  this  new  knowl- 
edge, the  staff  wrote  and  presented  to 
Senator  Idea  the  final  version  of  the 
bill.  It  consisted  at  that  point  of  five  le- 
gal size  pages  within  a paper  binder 
that  would  serve  to  be  a legal  size  route 
slip. 

The  senator  had  his  staff  draft  a 
memo  announcing  several  bills  that  he 
planned  to  introduce  and  inviting  his 
colleagues  to  be  cosponsors.  Eventually 
12  of  them  did  cosponsor  the  bill.  Eight 
were  colleagues  from  his  party  and  four 
from  the  other  party.  Most  of  those  sen- 
ators had  reviewed  the  list  of  bills  that 
Idea  was  going  to  introduce  and  signed 
those  that  they  thought  were  good  pro- 
posals. Two  of  the  senators  who  asked 
for  copies  decided  not  to  cosponsor  the 


bill.  Three  of  the  senators  who  spon- 
sored it  signed  just  before  the  bill  was 
formally  introduced  on  the  Senate  floor. 
Senator  Idea  had  cosponsored  their 
bills  the  day  before. 

When  the  lieutenant  governor,  who  is 
also  the  president  of  the  Senate,  re- 
ferred the  bill  to  the  Senate  Health 
Committee,  copies  were  sent  to  that 
committee,  the  secretary  of  the  Senate, 
and  the  printer.  Also  it  was  noted  in  the 
legislative  history,  entered  on  the  legis- 
lative computer,  and  appeared  in  print 
with  a bill  number,  a printer’s  number, 
the  names  of  the  13  sponsors,  and  the 
name  of  the  committee  to  which  it  was 
sent.  When  copies  became  available 
through  the  bill  room,  those  who  read 
such  things  were  mildly  interested  and 
there  was  a little  discussion.  There 
would  have  been  less  if  it  had  been  one 
of  those  bills  that  is  introduced  year  af- 
ter year.  After  all,  this  was  a different 
idea,  even  if  it  affected  only  the  medical 
community. 

A health  committee  staff  member 
read  the  bill,  now  known  as  Senate  Bill 
99,  and  asked  a lawyer  who  works  for 
the  committee  to  analyze  it.  The  staff 
member  called  the  Pennsylvania  Medi- 
cal Society  for  our  position  and  then 
wrote  an  analysis.  Copies  of  the  analy- 
sis were  sent  to  the  minority  committee 
chairman. 

At  the  medical  society  the  bill  was 
read  by  the  Council  on  Legislation  staff 
along  with  the  37  other  bills  introduced 
that  same  day.  Because  it  had  never 
been  considered  in  Pennsylvania,  PMS 
had  no  position  on  the  issue.  It  looked 
though,  much  like  an  AMA  draft  bill 
that  had  been  circulated.  While  there 
was  room  for  corrections,  it  was  a bill 
we  could  support.  Copies  were  made  for 


The  authors  are  the  staff  of  the  Council  on 
Legislation.  Mr.  Craig  is  director,  Mr.  Rothen- 
berger is  assistant  director,  and  Mr.  Light  is 
legislative  liaison. 


review  of  the  Council’s  physician  mem- 
bers at  the  next  meeting. 

When  the  Society’s  Council  on  Legis- 
lation met  it  was  likely  that  there  would 
be  no  objections.  That’s  what  happened 
and  the  bill  was  added  to  the  list  of  leg- 
islation sent  to  the  Board  of  Trustees 
for  action.  A note  of  “support”  ap- 
peared in  the  position  column  for  Sen- 
ate Bill  99. 

Soon  after  the  Board  approved  that 
position,  PMS  staff  contacted  the  com- 
mittee chairman  and  asked  that  Senate 
Bill  99  be  brought  up  for  a vote  as  soon 
as  convenient.  The  follow-up  letter 
noted,  “this  bill  follows  AMA  policy 
and  does  a great  deal  to  guarantee  the 
quality  of  medical  care.”  The  State  So- 
ciety promised  to  arrange  a meeting  be- 
tween the  bill’s  sponsor,  the  committee 
chairman,  and  the  president  of  PMS 
to  discuss  the  issue. 

Three  months  later  the  bill  was  on  the 
committee’s  agenda  for  a meeting  as  re- 
quired by  the  sunshine  law.  The  medical 
society  had  sent  letters  to  all  the  com- 
mittee members  asking  for  support. 
There  didn’t  seem  to  be  any  objections, 
but  just  in  case  there  had  been,  several 
personal  contacts  were  made  by  the  So- 
ciety staff  with  the  sponsor,  the  com- 
mittee chairman,  and  the  committee 
staff.  Everything  was  set  to  go. 

Unfortunately,  that  meeting  never 
happened.  Because  of  other  commit- 
ments and  opposition  to  two  of  the  bills 
on  the  agenda,  a quorum  of  six  senators 
couldn’t  be  gathered.  The  plan  had  been 
to  have  Senate  Bill  99  passed  that  sum- 
mer before  the  session  adjourned  for  a 
recess  of  two  months.  That  would  have 
allowed  an  opportunity  for  comments 
over  the  intervening  months  and  the 
bill  could  have  been  passed  by  the 
House  in  the  fall.  Now  everything  was 
postponed. 

But  within  a week  after  the  legisla- 
ture returned  from  the  summer  recess, 
Senate  Bill  99  was  out  of  committee.  Al- 
most before  anyone  realized  what  was 
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Practice 
Made  Perfect. 


In  Navy  Medicine  the  emphasis  is  on  patients,  not  paperwork. 


As  a Navy  doctor  you  step  into  an 
active  and  challenging  group  practice 
You  work  with  state-of-the-art  equip- 
ment and  the  best  facilities  available. 

Highly  trained  physician’s  assistants, 
hospital  corpsmen,  nurses  and 
hospital  administrators  not  only 
provide  medical  support,  they 
attend  to  almost  all  the  paper- 
work. As  a result,  you're  free  to 
make  medical  decisions  based  solely 
on  the  needs  of  your  patients. 


Along  with  your  professional  development,  you'll  enjoy 
the  lifestyle  and  fringe  benefits  of  a Navy  officer.  Beginning 
salaries  are  competitive  with  civilian  practice  for  most 
specialists. 


To  learn  more  about  the  Navy's  practice  made  perfect, 
send  your  curriculum  vitae  or  call: 


LT  John  M.  Jewett,  MSC,  Medical  Programs  Officer 
310  North  2nd  Street,  Harrisburg,  PA  17101;  (717)  782-3983 


BeThe  Doctor 
You  Want  To  Be.  InThe  Navy. 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  m A 'V  '■ 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  (or 
Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


'Allentown  434-7277 
'Broomall  356-5200 


'Harrisburg  657-1275 
'Lebanon  272-5214 
^ Monroeville  824-6730 

I ‘Medicare  Certified  Home  Health  Agency 


‘Norristown  275-1313 
‘Philadelphia  663-0700 
‘Pittsburgh  683-2227 


capital  commentary 

happening,  a hasty  ten-minute  meeting 
of  the  committee  was  held  just  off  the 
Senate  floor  in  a side  room,  and  the  bill 
was  approved  unamimously.  The  next 
day  Senate  Bill  99  was  on  the  legisla- 
tive calendar  of  bills  and  directly  in  the 
public  forum.  PMS  acted  quickly  to 
contact  senators  and  go  on  record  ask- 
ing again  for  support  of  the  bill.  Senate 
leadership  was  contacted  and  requested 
to  move  as  quickly  as  possible  on  the 
bill,  and  letters  were  sent  to  all  50  mem- 
bers asking  for  their  support. 

A bill  can  be  on  the  Senate  calendar 
for  ten  legislative  session  days.  That 
can  be  as  long  as  several  months,  de- 
pending on  the  session  schedule.  On  the 
third  legislative  day,  the  majority  leader 
did  not,  as  he  had  done  previously,  ask 
that  the  bill  go  “over  in  its  order.”  The 
bill  was  given  second  consideration  and 
moved  “up”  to  third  consideration. 
Things  were  looking  good. 

During  those  three  legislative  calen- 
dar days  and  the  intervening  weekend, 
there  had  been  no  adverse  comments 
from  any  interested  parties.  In  fact, 
only  the  PMS  letter  had  been  received 
by  the  senators.  Next  the  bill  was  dis- 
cussed by  legislative  leadership  staff, 
who  suggested  that  it  be  moved  to  final 
passage.  The  minority  party  was  in- 
formed, and  had  no  objection.  The  Sen- 
ate calendar  of  bills  indicated  that  Sen- 
ate Bill  99  was  on  the  eighth  day. 
Something  had  to  happen  because  only 
ten  days  were  available.  The  next  day, 
Senate  Bill  99  was  given  third  consider- 
ation with  unanimous  consent  and  then 
passed  49-1  the  same  day.  In  a brief 
statement  from  the  Senate  floor,  the 
one  senator  who  opposed  the  bill  said  he 
objected  “only  because  it  wasn’t  strong 
enough.”  He  could  have  supported  the 
bill,  he  said,  but  he  wanted  more 
“teeth.”  The  bill  now  moved  on  to  the 
House  where  the  route  slip  was  passed 
along  to  the  chief  clerk. 

All  of  the  Senate  activity  had  been 
noted  on  a daily  basis.  When  something 
did  happen,  the  data  processing  staff 
and  the  secretary  of  the  Senate  staff 
put  new  entries  in  the  legislative  histo- 
ries that  are  published  regularly.  There 
weren’t  any  amendments  yet,  so  the  bill 
hadn’t  been  reprinted.  It  would  be 
amended  by  the  time  the  House  mem- 
bers were  finished  with  their  debate. 
The  Speaker  of  the  House  officially  re- 
ceived S-99  and  assigned  the  bill  to  the 
appropriate  standing  committee. 

To  be  continued.  □ 


practice  management 


Fifteen  steps  simplify  effective  schedulin 

Annette  Pierce 
Dorothy  R.  Sweeney 


One  of  the  most  critical,  but  often  ig- 
nored, areas  in  the  management  of 
a medical  practice  is  how  patients  move 
through  the  office.  Good  patient  flow 
has  two  goals:  1)  to  maximize  the  physi- 
cian time  by  minimizing  the  amount  of 
time  the  doctor  spends  waiting  for  pa- 
tients; and  2)  to  minimize  the  amount  of 
time  patients  spend  waiting  for  the  phy- 
sician, be  it  in  the  waiting  room,  in 
exam  rooms,  or  in  ancillary  service  ar- 
eas. 

Scheduling  is  a key  variable  for 
smooth  patient  flow.  The  symptoms  of 
inappropriate  scheduling  include  large 
numbers  of  patients  who  do  not  show 
up  or  who  cancel  too  late  for  the  ap- 
pointment slot  to  be  filled;  large  num- 
bers of  walk-in  patients;  inappropriate 
staff  patient  ratios;  long  patient  wait- 
ing time  for  appointments;  patient  com- 
plaint; and  the  physician  and  staff 
members  feeling  harassed  or  over- 
worked at  the  end  of  every  patient  ses- 
sion. 

Appointment  scheduling  is  managing 
the  art  of  matching  physician  time, 
staff  time,  patient  time,  facilities,  sup- 
plies, and  equipment.  The  goal  is  to 
match  the  quality,  quantity,  time  and  lo- 
cation of  these  various  components. 

Following  the  rules  listed  below  for 
good  appointment  systems  will  assure 
better  use  of  everyone’s  time  and  actu- 
ally can  improve  morale  for  both  physi- 
cians and  office  staff. 

1.  Both  the  physician  and  staff 
should  be  in  the  office  at  least  15  min- 


utes prior  to  the  first  appointment.  This 
provides  time  to  get  ready  for  the  pa- 
tient so  this  time  will  not  be  taken  out 
of  the  patient’s  scheduled  appointment 
time.  Beginning  the  day  late  is  a guar- 
antee of  running  late  or  of  ending  the 
day  with  you  and  your  staff  feeling 
rushed  and  at  odds  with  each  other. 

2.  Bring  services  to  the  patient  not 
the  patient  to  the  services.  Try  to  mini- 
mize the  number  of  different  locations 
to  which  the  patient  must  move.  This 
takes  time  and  makes  it  easy  to  “lose” 
patients  in  the  practice. 

3.  Schedule  as  much  as  possible.  Do 
not  tell  patients  to  “drop  by”  to  be 
seen.  Often  patients  drop  by  when  the 
doctor  is  not  in  the  office  and  must  re- 
turn. Patients  who  drop  in  when  the 
practice  is  particularly  busy  must  often 
wait  long  periods  of  time  for  a short  ses- 
sion with  the  doctor.  Other  times,  these 
drop-ins  bump  patients  with  appoint- 
ments who  are  on  time  and  then  must 
wait  to  be  seen. 

4.  When  a patient  calls  for  an  ap- 
pointment, your  receptionist  should 
give  them  all  the  necessary  information 
over  the  phone.  What  medical  history 
and  insurance  information  should  the 
patient  bring?  Does  the  patient  need  to 
arrive  early  to  fill  out  forms?  What  is 
your  policy  regarding  payment  for  ser- 
vices? This  is  particularly  important  for 
new  patients. 

Sending  a brochure  and  a medical 
self-history  form  to  new  patients  is  also 
helpful,  particularly  when  patients  are 


scheduled  far  in  advance.  This  causes 
new  patients  to  participate  in  their  ap- 
pointment prior  to  coming  to  the  office, 
which  decreases  the  chances  of  their  be- 
ing “no  shows”  and  eliminates  time 
spent  in  the  office. 

5.  Have  an  appointment  book  which 
has  designated  space  for  all  needed,  in- 
formation and  enough  space  to  write  in. 
If  you  are  double  booking,  have  two 
spaces  next  to  the  time  slots  where  you 
are  double  booking. 

The  minimum  information  which  you 
should  be  documenting  in  your  appoint- 
ment book  is  the  patient’s  name,  reason 
for  the  visit,  phone  number,  the  name  of 
a parent  or  guardian  for  children,  and  if 
you  are  a large  practice,  date  of  birth  as 
the  patient  identifier. 

6.  Your  appointment  book  should  be 
completed  in  pencil  so  that  when  ap- 
pointments are  changed  they  can  be 
erased.  If  you  prefer  ink,  have  sticky  la- 
bels which  match  the  format  of  your  ap- 
pointment book  printed.  These  can  then 
be  placed  over  the  cancelled  appoint- 
ment and  a new  appointment  can  be 
written  in  on  the  label. 

7.  It  is  normally  least  expensive  to 
design  your  own  appointment  book 
pages  and  have  them  printed.  If  you 
choose  not  to  do  this,  purchase  appoint- 
ment book  pages  from  a reliable  vendor. 
A salesman  should  be  willing  to  come 
and  spend  time  with  you  and  your  re- 
ceptionist and  be  willing  to  help  you 
choose  the  most  appropriate  system  for 
your  practice. 

Have  a separate  page  or  column  for 
each  physician  in  the  practice  so  each 
individual’s  schedule  is  clear. 

8.  Patients  who  arrive  at  their  ap- 
pointment time  should  be  seen  in  the 
appropriate  sequence.  Someone  who 
comes  early  for  an  appointment  should 
not  necessarily  be  seen  before  a person 
who  comes  on  time  for  an  appoint- 
ment, unless  this  can  be  done  without 
making  the  on-time  person  wait.  Do  not 


The  authors  are  consultants  with  the  Health 
Care  Group,  Bala  Cynwyd. 


Future  meeting  notes 

PMS  Board  of  Trustees/Society  Headquarters,  Lemoyne/Wednesday,  March  20-May  15- 
September  18,  1985 

PMS  Leadership  Conference/Hershey  Lodge/Hershey/Wednesday,  April  17  to  Thursday, 
April  18,  1985 

Pennsylvania  Medical  Society  House  of  Delegates/Bellevue  Stratford  Hotel/Philadelphia/ 
Friday,  October  25  to  Sunday,  October  27,  1985 

American  Medical  Association  Annual  Meeting/Marriott  Hotel/Chicago/Sunday,  June  16 
to  Thursday,  June  20,  1985 

American  Medical  Association  Interim  Meeting/Sheraton  Washington  Hotel/Washington, 
DC/Sunday,  December  2 to  Wednesday,  December  5 
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Jefferson  Medical  College  of  Thomas  Jefferson  university 


presents 

3RD  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE 

May  8,  9,  & 10, 1985 
Solis  Cohen  Auditorium 
Jefferson  Alumni  Hall 

A two  and  one-half  day  intensive  symposium  sponsored  by  the  Department  of  Medicine,  at 
Jefferson  Medical  College,  1025  Walnut  Street,  Philadelphia,  Pennsylvania. 

approved:  17  credit  hours  in  Category  I 
Willis  C.  Maddrey,  MD  Program  Director 
John  H.  Martin,  MD  Associate  Director 

A registration  fee  of  $350.00  includes  course  syllabus,  continental  breakfast,  coffee  breaks, 
luncheons,  and  a reception. 

For  information  and  registration  call:  The  Office  of  Continuing  Medical 
Education  at  (215)  928-6992. 


ask  appointment  patients  to  wait  while 
you  see  walk-ins  unless  the  case  is  a 
true  emergency. 

9.  Think  through  your  scheduling 
priorities.  How  do  you  like  to  have  ap- 
pointments scheduled?  How  long  does 
it  take  you  to  see  each  kind  of  patient? 
How  many  new  patients  are  you  willing 
to  see  each  day?  When  do  you  like  to 
have  emergency  slots  scheduled  each 
day? 

This  information  must  be  written 
down  and  communicated  to  all  new  re- 
ceptionists. Often  doctors  say,  “If  only 
the  receptionist  would.  . . without 
communicating  these  needs,  desires,  re- 
quirements to  the  receptionist.  Even 
the  best  receptionist  is  not  a mind 
reader. 

10.  Your  schedule  for  vacations, 
meetings,  and  other  absences  must  be 
available  to  the  receptionist  in  advance. 
If  you  expect  patients  to  respect  your 
appointment  system,  they  should  know 
that  their  appointments  will  only  be 
changed  in  case  of  a true  emergency,  not 
because  you  forgot  to  tell  the  reception- 
ist it  was  a day  off  for  you. 

11.  All  patients  should  be  given  ap- 
pointment cards  when  they  are  in  the 


office  to  schedule  an  appointment. 

When  scheduling  an  appointment  for 
a patient,  your  receptionist  should  as- 
certain the  patient’s  preferences  for  day 
and  time  of  day.  Assigning  times  to  pa- 
tients makes  them  less  likely  to  show 
up. 

12.  Make  sure  you  have  a good  triag- 
ing system  to  deal  with  walk-in  pa- 
tients. Your  receptionist  should  know 
what  you  consider  to  be  a medical  emer- 
gency. Patients  who  cannot  be  handled 
by  the  receptionist  should  be  quickly  re- 
ferred to  the  nurse.  Both  the  nurse  and 
the  receptionist  need  to  know  your  rules 
for  when  a patient  should  be  seen  imme- 
diately, when  a patient  needs  to  be  seen 
by  the  end  of  the  day,  when  a patient 
needs  to  be  seen  within  24  hours,  and 
when  a patient  can  be  scheduled  at 
some  point  in  the  future.  In  all  cases, 
patients  who  are  not  true  emergencies 
should  be  worked  into  your  appoint- 
ment system,  even  if  this  means  telling 
someone  to  come  back  in  two  hours  for 
an  open  slot. 

13.  No  shows  generally  tend  to  be  re- 
peaters who  are  easily  identified  and 
who  are  a small  percentage  of  the  pa- 
tients in  most  practices.  Have  the  re- 


ceptionist keep  a list  of  these  people 
and  call  them  to  remind  them  of  their 
appointment  time. 

14.  Do  not  schedule  patients  too  far 
in  advance.  Appointments  scheduled 
months  in  advance  tend  to  be  forgotten 
by  patients. 

If  you  need  someone  to  come  back  in 
several  months,  ask  him  to  call  the 
office  several  weeks  ahead  of  time  to 
make  an  appointment,  or  better  yet,  set 
up  some  kind  of  a tickler  system  within 
your  office. 

15.  Make  certain  that  patients  who 
are  returning  for  checkups  understand 
the  importance  of  this  repeat  visit.  The 
physician  plays  a key  role  in  helping  pa- 
tients achieve  this  understanding.  Peo- 
ple who  do  not  think  their  appoint- 
ments are  necessary  are  much  less 
likely  to  show  up  for  them. 

Many  of  these  suggestions  may  seem 
trivial  or  time  consuming,  but  problems 
with  appointment  scheduling,  produc- 
tivity, or  moving  patients  through  the 
practice  can  be  financially  costly.  Tak- 
ing time  to  look  at  your  scheduling 
practices  and  solving  your  scheduling 
problems  provides  an  inexpensive  solu- 
tion to  a potentially  expensive  issue.  □ 
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When  does 
two  equal  four? 


IJLIhen  you  prescribe 

VELOSEF  Capsules 

(Cephradine  Capsules  USP] 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin. . . 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 
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Small  bowel  injury  following  blunt  trauma 


Barry  H.  Braun,  MD 
Philip  C.  Breen,  MD,  PhD 
Sheldon  R.  Brotman,  MD 

Perforation  of  the  small  bowel  re- 
sulting from  blunt  trauma  to  the 
abdomen  is  difficult  to  diagnose.  There 
may  be  no  dramatic  physical  findings, 
such  as  those  following  a splenic  rup- 
ture or  a fractured  liver.  Delayed  diag- 
nosis may  result  in  the  patient’s  death. 
We  present  such  a case  to  demonstrate 
the  problems  in  diagnosis  and  to  define 
techniques  for  earlier  diagnosis  and 
treatment. 

Case  Report 

A 24-year-old  male,  nine  days  after 
being  struck  in  the  abdomen  by  a flying 
board  in  a sawmill  accident,  was  trans- 
ferred to  our  emergency  room  from  an- 
other institution.  Immediately  after  the 
accident  he  was  treated  for  a laceration 
of  his  right  iliac  spine.  His  abdomen  at 
that  time  was  tender,  but  was  not  evalu- 
ated by  peritoneal  lavage.  Two  days  fol- 
lowing his  injury,  he  became  distended 
and  vomited.  This  was  treated  as  an  il- 
eus with  nasogastric  suction,  and  he  ap- 
peared to  improve.  Three  days  later, 
these  signs  again  appeared  with  x-ray 
evidence  of  apparent  ileus  but  no  signs 
of  free  air. 

Upon  arrival  at  our  institution,  his 
abdomen  was  distended,  and  bowel 
sounds  were  absent  with  frank  signs  of 
peritonitis.  His  WBC  was  21,060  (35 
segs.,  50  bands,  12  lymphs,  3 monos). 
At  exploration,  there  was  near  complete 
disruption  of  the  small  bowel  approxi- 
mately 20  cm.  from  the  terminal  ileum. 
The  bowel  was  resected  and  repaired. 
Subsequent  exploration  of  the  right  il- 
iac spine  disclosed  a displaced  fracture 
requiring  debridement  and  open  treat- 


ment. He  died  on  the  fifteenth  postoper- 
ative day  from  sepsis  secondary  to 
intra-abdominal  abscesses. 

Discussion 

Small  bowel  perforation  following 
blunt  trauma  to  the  abdomen,  although 
not  a common  injury,  occurs  with 
enough  frequency  to  be  encountered  by 
most  surgeons.1 

High  mortality  rates  are  directly  pro- 
portional to  delays  in  diagnosis  and  to 
associated  injuries.1'2  3,4,5  With  the  intro- 
duction of  peritoneal  lavage,  earlier  di- 
agnosis is  possible  in  the  majority  of 
cases  with  a subsequent  decline  in  the 
number  of  deaths.25  However,  only  75 
to  85  percent  diagnostic  accuracy  has 
been  reported  with  small  bowel  injury.2 
Reasons  for  this  will  be  presented  in  the 
following  discussion. 

Factors  contributing  to  delay  in  diag- 
nosis include  the  size  and  location  of  the 
injury,  the  occasional  absence  of  physi- 
cal findings,  and  insignificant  associ- 
ated injuries  which  usually  occur. 
Mechanism  of  injury  Contrary  to  Poer 
and  Woliver’s  statements  that  seg- 
ments of  small  bowel  fixed  in  position 
by  short  mesentery  are  most  suscepti- 
ble to  injury,  most  injuries  are  found  in 
the  jejunum  or  ileum,  anywhere  along 
their  course.1  In  greater  than  50  percent 
of  the  cases  reported  the  injuries  are 
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found  30  or  more  centimeters  from  the 
ligament  of  Treitz.1,3  This  disputes  the 
theory  that  the  lesion  is  a direct  result 
of  compression  of  the  bowel  against  the 
spine  and  pelvic  bones. 

Shearing  and  crushing  blows  which 
rupture  the  intestinal  wall  also  disrupt 
the  mesentary  supplying  that  segment. 
Usually,  however,  intestinal  perfora- 
tions are  small  isolated  lesions  sur- 
rounded by  normal  tissue.1  Hydraulic 
forces,  caused  by  compression  of  fluid- 
filled  loops  of  bowel,  burst  the  bowel 
from  within.  Experimentally,  these  le- 
sions do  not  represent  clinical  presenta- 
tions. In  essence,  the  exact  mechanism 
or  mechanisms  remain  in  doubt. 

Size  of  the  injury  The  perforations  are 
usually  small,  ranging  in  size  from  less 
than  1 cm.  to  2 cm.1  1 This  may  lead  to 
the  relative  absence  of  clinical  findings 
and  the  insidious  development  of  perito- 
nitis. 

Physical  findings  Physical  findings  at 
the  time  of  admission  may  be  limited. 
Robbs’  series  of  56  patients  showed 
that  100  percent  had  abdominal  pain, 
only  28  to  64  percent  had  other  signs  of 
peritonitis.3  The  presence  of  alcohol  or 
drug  intoxication  or  of  a head  injury 
further  inhibits  the  efficiency  of  physi- 
cal findings.2  The  majority  of  patients 
develop  localizing  peritoneal  signs 
within  12  hours  of  the  injury;  however, 
delays  of  up  to  35  days  have  been  re- 
ported.2 

Associated  injuries  With  the  exception 
of  long  bone  fractures  (52  percent),  asso- 
ciated injuries  occur  in  less  than  30 
percent  of  the  cases  reviewed.  The  low 
incidence  of  associated  injury  has  ap- 
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parently  lulled  many  surgeons  into  a 
pitfall:  missed  diagnosis  of  intraperito- 
neal  injury  reflected  by  mortality  rates 
exceeding  61  percent. 

Diagnosis  and  treatment 

Peritoneal  lavage  has  been  the  single 
most  reliable  diagnostic  tool  for  disclos- 
ing small  bowel  perforation.'  Worldwide 
statistics  show  that  this  technique  is  97 
to  98  percent  accurate  in  diagnosing 
other  intra-abdominal  injuries.  With 
isolated  small  bowel  injury,  this  accu- 
racy drops  to  between  75  and  84  per- 
cent,2 probably  due  to  the  minute  na- 
ture of  the  injury  and  the  fact  that  six 
to  eight  hours  often  are  required  be- 
fore the  white  blood  count  will  become 
elevated  in  the  peritoneal  lavage  fluid. 
Physical  exam,  conventional  x-rays, 
and  laboratory  tests  have  conclusively 
shown  to  be  less  than  60  percent  accu- 
rate and  should  not  dissuade  the  physi- 
cian from  further  diagnostic  interven- 
tion. In  a case  where  injury  is  suspected 
but  physical  and  lavage  findings  are 
suspect,  serial  examinations  and  repeat 
lavage  should  be  performed  within  the 


first  twelve  hours.  If  this  is  done,  99 
percent  of  these  cases  will  be  diagnosed. 
New  abdominal  findings  must  be  inter- 
preted as  serious  and  exploration  un- 
dertaken in  questionable  cases.2 

Mortalities  have  been  attributed 
overwhelmingly  to  septic  complica- 
tions.2 4 Most  of  these  are  a direct  result 
of  delayed  diagnosis.  Robbs’  series 
demonstrated  a signficant  number  due 
to  primary  repair  and  closure*.  Vigor- 
ous lavage  and  exteriorization  in  his 
later  series  reduced  his  septic  complica- 
tion rate.  The  use  of  broad  spectrum  an- 
tibiotics pre-  and  postoperatively  with 
selective  antimicrobial  regimes  is  well- 
established  treatment. 

Conclusion 

Although  uncommon,  small  bowel 
disruption  from  blunt  abdominal 
trauma  is  responsible  for  considerable 
morbidity  and  mortality.  The  occult 
nature  of  the  injury  with  its  consequen- 
tial delay  in  diagnosis  directly  contrib- 
utes to  the  mortality  rate  as  pointed  out 
in  our  case.  The  absence  of  reliable  clini- 
cal, radiologic,  and  laboratory  signs 
strongly  supports  the  necessity  of  peri- 
toneal lavage  when  such  an  injury  is 
suspected.  Repeat  lavage  may  be  neces- 


sary. At  laparotomy,  the  small  bowel 
must  be  carefully  inspected  throughout 
its  length  since,  as  a rule,  these  injuries 
do  not  occur  at  fixed  points  and  their 
deceptively  small  size  surrounded  by 
otherwise  normal  tissue  leads  to  missed 
lesions.  Primary  repair  and  closure 
should  be  reserved  for  injuries  less  than 
12  hours  old  where  overwhelming  peri- 
toneal soiling  has  not  occurred.  Other- 
wise, exteriorization  with  delayed  ab- 
dominal wall  closure  should  be 
employed  to  avoid  potentially  fatal  sep- 
tic complications.  Judicious  use  should 
be  made  of  broad  spectrum  antibiotics 
pre-  and  postoperatively,  with  selective 
use  of  specific  agents  where  cultures  in- 
dicate. □ 
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Only  Ativan 


‘Mm  -m 


offers  all  these 
benefits  in 
addition  to  rapid 
relief  of  anxiety: 

relief  of  anxiety 
associated  with 
depressive  symptoms 

clearance  not 
significantly  delayed 
by  age,  liver  or 
kidney  dysfunction 

cumulative  sedative 
effects  seldom 
a problem 


little  likelihood  of 
drug  interaction 

(all  benzodiazepines  produce  additive 
effects  when  taken  with  alcohol  or 
other  CNS  depressants) 

no  significant  changes 
in  vital  signs  in 
cardiovascular  patients* 

short  duration  of  action, 
simple  metabolism 

Benzodiazepines  have  not  been  shown  to 
be  of  benefit  in  treating  the  cardiovascular 
component. 


d 


See  important  information 
on  following  page. 

© 1985,  Wyeth  Laboratories 


Wyeth  Laboratories 

Philadelphia.  PA  19101 


Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use.  i.e.,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 
Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
eg  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 
For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown,  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuromde 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usualiy  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety 
Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  ln|ection  U.S.P  Usefulness  of  dialysis  has  not  been  determined. 


DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


, Ativan 

lOBbrozepam) 

Anxiety 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 
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obituaries 


• Denotes  PMS  membership  at  death. 

• Kenneth  L.  Benfer,  York;  University  of  Maryland  School  of  Medi- 
cine, 1930;  age  81,  died  January  15,  1985.  Dr.  Benfer  was  a specialist 
in  cardiovascular  diseases  and  served  on  the  internal  medicine  staff 
of  the  York  Hospital  for  50  years. 

• Nicholas  N.  Briglia,  Philadelphia;  University  of  Maryland  School 
of  Medicine,  1925;  age  88,  died  January  10,  1985.  Dr.  Briglia  was  a 
family  physician  for  more  than  50  years. 

• Robert  E.  Cantor,  Wyncote;  New  York  University  School  of  Medi- 
cine, 1962;  age  47,  died  December  29,  1984.  Dr.  Cantor  specialized  in 
nuclear  medicine. 

• Harry  L.  Cunin,  Media;  Temple  University  School  of  Medicine, 
1930;  age  80,  died  January  11,  1985.  Dr.  Cunin  was  an  otolaryngolo- 
gist and  rhinoplastic  surgeon  in  Allentown  for  20  years. 

• Charles  Seaton  Hendricks,  Altoona;  University  of  Pittsburgh 
School  of  Medicine,  1915;  age  94,  died  January  14,  1985.  Dr.  Hen- 
dricks, an  obstetrician-gynecologist,  was  a former  president  of  the 
Blair  County  Medical  Society. 

• Jerome  A.  Hubsher,  Havertown;  Hahnemann  Medical  College, 
1951;  age  61,  died  December  24,  1984.  Dr.  Hubsher  was  a pediatri- 
cian. 

• Rudolph  A.  Komada,  Holland;  Hahnemann  Medical  College,  1956; 
age  54,  died  January  10,  1985.  Dr.  Komada  was  an  orthopaedic  sur- 
geon. 

• Lawrence  F.  Jablonski,  Pittsburgh;  Hahnemann  Medical  College, 
1943;  age  66,  died  January  4,  1985.  Dr.  Jablonski  was  a urological 
surgeon. 

• Charles  H.  Loomis,  Harrisburg;  Jefferson  Medical  College,  1948; 
age  62,  died  December  24,  1984.  Dr.  Loomis  was  a general  practi- 
tioner. 

• Myron  L.  McGarvey,  Bridgeville;  University  of  Pittsburgh  School 
of  Medicine,  1935;  age  82,  died  December  31,  1984.  Dr.  McGarvey 
was  a general  practitioner. 

• Jules  A.  Riehs,  Philadelphia;  Hahnemann  Medical  College,  1940; 
age  69,  died  December  29,  1984.  Dr.  Riehs  was  a general  surgeon. 

• Joseph  A.  Ritter,  Narbeth;  University  of  Pennsylvania  School  of 
Medicine,  1928;  age  81,  died  December  26,  1984.  Dr.  Ritter  was  a 
pediatrician. 

• William  P.  Robinson,  Philadelphia;  Jefferson  Medical  College;  age 
72,  died  January  4,  1985.  Dr.  Robinson  was  head  of  Nazareth  Hospi- 
tal’s department  of  ophthalmology. 

• Ralph  K.  Shields,  Bethlehem;  Duke  University  School  of  Medi- 
cine, 1935;  age  73,  died  January  6,  1985.  A specialist  in  internal  med- 
icine, Dr.  Shields  practiced  in  Bethlehem  for  46  years  and  was  a 
former  chief  of  medicine  at  St.  Luke’s  Hospital. 

• Albert  M.  Thomas,  Cincinnati,  OH;  Jefferson  Medical  College, 
1915;  age  91,  died  January  3,  1985. 

• William  B.  Yeagley,  Jr.,  Indiana;  Yale  University  School  of  Medi- 
cine, 1966;  age  44,  died  January  3,  1985.  Dr.  Yeagley  was  an  emer- 
gency physician  at  Punxsutawney  Hospital,  Jefferson  County. 
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See  following  page  for  brief  summary  of  prescribing  information. 


SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTR  ABDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose- related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg:  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled  release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5, 5, 10  mg),  Chewable  Tablets  (5, 10  mg). 
Oral  Tablets  (5, 10, 20.  30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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Dominick  Battaglini,  Philadelphia;  Temple  University  School  of 
Medicine,  1926;  age  83,  died  January  20,  1985.  Dr.  Battaglini  was  a 
family  practitioner  and  served  on  the  staffs  of  Thomas  Jefferson 
University  and  Methodist  hospitals. 

Robert  Erskine  Bovard,  Sharon;  Hahnemann  Medical  College,  1946; 
age  62,  died  December  15,  1984.  Dr.  Bovard  was  a pathologist. 

John  Paul  Cameron,  III,  Pittsburgh;  University  of  Pittsburgh 
School  of  Medicine,  1932;  age  78,  died  January  17,  1985.  Dr.  Cam- 
eron specialized  in  internal  medicine. 

Ross  S.  Conn,  Pittsburgh;  University  of  Chicago  Medical  School;  age 
41,  died  January  9,  1985.  Dr.  Conn  was  a radiologist  with  the  Vet- 
erans Administration  in  Pittsburgh  for  the  past  six  years. 

Merl  E Kimmel,  Altoona;  Temple  University  School  of  Medicine, 
1939;  age  72,  died  December  31,  1984.  Dr.  Kimmel  was  a former  chief 
ophthalmologist  at  Germantown,  Chestnut  Hill,  and  Roxborough 
hospitals. 

Hartwig  Kuhlenbeck,  Germantown;  Medical  Faculty  of  Friedrich 
Schiller  University,  1922;  age  87,  died  December  14,  1984.  A neurolo- 
gist, Dr.  Kuhlenbeck  was  an  internationally  known  authority  on 
anatomy  and  brain  functions.  He  retired  as  chairman  of  the  anatomy 
department  of  the  Medical  College  of  Pennsylvania  in  1982. 

William  H.  Longphre,  Wheeling,  WV;  University  of  Pittsburgh 
School  of  Medicine,  1972;  age  43,  died  December  29,  1984.  Dr. 
Longphre  was  a general  surgeon. 

Herman  E.  Poppe,  Lansdowne;  Philadelphia  College  of  Osteopathic 
Medicine,  1946;  age  69,  died  December  21,  1984.  Dr.  Poppe  was 
chairman  of  orthopedic  surgery  at  the  college. 

Max  Ruttenberg,  Marple  Township;  Temple  University  School  of 
Medicine,  1922;  age  92,  died  January  18,  1965.  Dr.  Ruttenberg  prac- 
ticed dentistry  and  otolaryngology. 


Stroke 

Independence  is  gone  now— 

You  have  had  a stroke,  and 

Must  tolerate  the  waiting  on  by  others, 

The  longed  for  visits  into  your  life, 

Once  you  are  no  longer  able  to  initiate 
Visits  elsewhere  alone. 

Pleasantries  are  a bother  now— 

You  want  more  than  occasional  understanding 
Of  the  difficulty  of  being  alone. 

You  want  your  wife  and  grown  up  children 
To  comfort  you,  but  nothing  can  erase 
The  lost  feeling  of  making  it  on  your  own. 

While  struggling  up  the  stairs  now— 

You  break  my  heart  with  your  frustration. 

And  I cry  for  the  future— 

Of  years  to  come,  and  others  to  be  affected. 

Those  now  children  will  become  infirm  some  day  too. 

The  cycle  will  be  repeated— 

With  the  young  helping  those  suddenly  old. 

And  those  who  fought  for  their  independence 
Now  not  wanting  to  be  alone. 

Sue  H.  Winard,  MD 
Philadelphia 
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physicians  in  the  news 


Nathan  H.  Heiligman,  MD,  a retired 
specialist  in  geriatrics,  was  honored  as 
“a  public  professionals’  professional.” 
He  served  health  clinics  and  had  a pri- 
vate practice  in  Allentown  for  50  years. 
He  was  a board  member  of  the  National 
Lung  Association,  past  president  of  the 
Pennsylvania  Lung  Association,  and 
president  of  the  Lehigh  Valley  Lung  As- 
sociation for  27  years. 

Sheila  M.  Katz,  MD,  director,  Division 
of  Renal  Pathology  and  Electron  Mi- 
croscopy, Hahnemann  University,  Phil- 
adelphia, was  among  20  of  the  nation’s 
leading  women  in  academic  medicine 
when  she  participated  in  the  first  Na- 
tional Identification  Program  Forum 
for  the  Advancement  of  Women  in 
Higher  Education  Administration  in 
Washington,  DC.  She  also  serves  on  the 
Philadelphia  County  Medical  Society 
Subcommittee  on  Air  Pollution  and 
Chronic  Respiratory  Diseases. 

Carmen  E.  Spinney,  MD,  of  Jersey 
Shore,  has  become  the  first  woman  to 
serve  as  president  of  the  Lycoming 
County  Medical  Society  since  its  incep- 
tion in  1849.  She  is  currently  chief  of 
the  medical  staff  of  the  Jersey  Shore 
Hospital.  Also  elected  were  William  R. 
Brink,  MD,  president-elect;  Daniel  R. 
Gandy,  MD,  vice  president;  Daniel  E. 
Hill,  MD,  secretary;  Donald  E.  Shearer, 
MD,  treasurer;  and  Larue  E.  Pepper- 
man,  MD,  assistant  secretary-treasurer. 


Bennett  Lorber,  MD,  of  Elkins  Park, 
professor  of  medicine  and  chief  of  the 
section  of  infectious  disease  at  Temple 
University’s  Health  Sciences  Center, 
delivered  the  annual  Thomas  Dent  Mut- 
ter lecture  to  the  College  of  Physicians 
of  Philadelphia.  Dr.  Lorber  discussed 
how  social  as  well  as  medical  aspects  of 
life  between  1970  and  1985  have  pro- 
duced new  diseases,  as  well  as  altera- 
tions in  the  patterns  of  diseases. 

Raymond  C.  Grandon,  MD,  a Harris- 
burg internist  and  PMS  past  president, 
holds  leadership  positions  in  three  na- 
tional medical  organizations.  He  was 
elected  president  of  the  American  Soci- 
ety of  Internal  Medicine’s  Socio- 
Economic  Research  and  Education 
Foundation  (SEREF);  reelected  to  a 
three-year  term  on  the  executive  com- 
mittee of  the  Forum  for  Medical  Af- 
fairs; and  renamed  the  chairman  of  the 
AMA’s  Ad  Hoc  Committee  on  Medical 
Legal  Affairs. 

Thomas  C.  Royer,  MD,  senior  vice  presi- 
dent and  medical  director  of  Geisinger 
Medical  Center,  was  elected  president  of 
the  Society  for  Physicians  in  Adminis- 
tration. Dr.  Royer  is  also  director  of  the 
Susquehanna  Poison  Center,  on  the 
board  of  the  American  College  of  Emer- 
gency Physicians,  and  chairman  of  the 
National  Department  of  Standards  and 
Evaluations  of  the  National  Poison 
Center. 


Paul  Gutterman,  MD,  was  installed  as 
president  of  the  Hazleton  Branch  of  the 
Luzerne  County  Medical  Society. 

Jack  E.  Yakish,  MD,  has  received  a 
Teacher  Development  Award  from  the 
American  Academy  of  Family  Physi- 
cians. The  awards— sponsored  by 
Parke-Davis  Company  and  given  annu- 
ally on  the  basis  of  leadership,  scholas- 
tic achievement,  and  interest  in 
teaching— enable  doctors  who  have  re- 
cently completed  their  postgraduate 
training  to  teach  on  a part-time  basis  in 
a family  medicine  program. 

Mary  O.  Gabrielson,  MD,  Gladwyne, 
assistant  professor  of  obstetrics  and 
gynecology  at  the  Medical  College  of 
Pennsylvania,  was  presented  with  the 
service  award  from  the  board  of  direc- 
tors of  the  Family  Planning  Council  of 
Southeastern  Pennsylvania.  She  was 
honored  for  her  outstanding  careers  as 
a family  planning  provider  and  as  a 
member  of  the  board  of  directors  of  the 
council. 

Toshio  Ezaki,  MD,  Allentown,  was  hon- 
ored by  the  city  of  Allentown  for  his 
outstanding  service  to  the  community. 
He  started  his  practice  in  general  sur- 
gery in  Allentown  in  1947. 

William  A.  Steinbach,  III,  MD,  director 
of  surgery  at  Community  Medical  Cen- 
ter, Scranton,  was  elected  president  of 
the  Eastern  Pennsylvania  Chapter  of 
the  American  College  of  Surgeons.  Dr. 
Steinbach  serves  on  the  board  of  coun- 
cillors of  the  American  Academy  of 
Orthopaedic  Surgeons  and  is  past  presi- 
dent of  the  Pennsylvania  Orthopaedic 
Society. 

David  M.  Leaman,  MD,  has  been 
named  recipient  of  a new  teaching  pro- 
fessorship in  cardiology  at  the  Pennsyl- 
vania State  University  College  of  Medi- 
cine, Hershey.  The  professorship  was 
made  possible  by  a $250,000  endow- 
ment from  the  South  Central  Pennsyl- 
vania Chapter  of  the  American  Heart 
Association.  It  is  one  of  only  two  such 
professorships  in  the  country  estab- 
lished by  the  American  Heart  Associa- 
tion. Dr.  Leaman  is  a professor  of  medi- 
cine, acting  chief  of  the  division  of 
cardiology,  and  director  of  the  cardiac 
catheterization  laboratory  at  Hershey. 
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Jerry  Rothenberger,  PMS  Assistant  Director,  Legislation,  spoke  to  the  Montgomery 
County  Medical  Society  and  Montgomery  Bar  Association  Medical-Legal  Committee  on 
“Sunset  Legislation  and  the  Medical  Practice  Act.”  From  left  to  right:  Mark  Schultz,  Esq., 
Chairman  Bar;  W.  Mead  Jones,  MD,  Chairman,  PMS  Relationships  with  Pennsylvania  Bar 
Assocation;  Rothenberger;  Frank  J.  Tornetta,  MD,  Chairman,  MCMS  Board  of  Directors. 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  journal 
of  Medicine: 

.when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction , their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade 


JPr 


blockers 


are  not  created  equal. 


Right  from  the  start 
in  hypertension... 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.2  3 In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories. 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 


Once-daily 
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blockade  I 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 
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The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULAR  ) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quimdine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  tor  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobutamme  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol, 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis,  Impairment  ot  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lighlheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  ot  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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special  feature 

An  R.L.D.D.  in  search  of  R.L.P.P.s 


Naomi  Bluestone,  MD 


This  article,  written  in  December, 
1984,  represents  a 5-month  interim 
report  on  my  experience  establishing  a 
private  psychiatric  practice  in  Great 
Neck,  an  affluent  suburb  of  New  York 
City.  Any  attempt  to  attribute  statisti- 
cal significance  to  this  individual  story 
would  be  pretentious  and  inappro- 
priate; but  it  should  certainly  give 
pause  to  young  people  thinking  of  en- 
tering over-doctored  specialties  in  over- 
stuffed urban  America! 

Starting  practice 

Despite  my  advanced  age  (48),  my 
practice  was  started  gradually  and  in  a 
fairly  traditional  way,  that  is,  covertly, 
for  it  predated  the  conclusion  of  my  res- 
idency by  over  a year.  It  began  under 
fairly  optimal  circumstances,  in  a small 
but  attractive  two-room  suite  with  pow- 
der room,  located  in  a side  wing  of  my 
home.  (My  husband,  who  is  an  archi- 
tect, planned  this  office  and  had  it  built 
at  the  beginning  of  my  two-year  so- 
journ at  North  Shore  University  Hospi- 
tal.) One  block  from  major  bus  lines, 
walking  distance  from  the  Long  Island 
Railroad,  and  blessed  with  ample  on- 


street parking,  the  location  seemed 
ideal.  As  a member  of  the  North  Shore 
staff,  with  a place  to  hospitalize  my  pa- 
tients, and  colleagues  to  provide  profes- 
sional support,  I started  practice  with 
optimism,  a half-time  job,  and  a good 
sense  of  adventure. 

I was  aware  that  the  Nassau  County 
Psychiatric  Society  Directory  listed  70 
psychiatrists  in  Great  Neck,  5 in  neigh- 
boring Port  Washington,  26  in  Roslyn, 
and  28  in  Manhasset,  a total  of  129 


Naomi  Bluestone,  a freelance  writer,  shares 
with  intelligence  and  humor  her  experiences 
in  establishing  a psychiatric  practice  in  a 
community  with  129  psychiatrists,  and  her 
quest  for  the  R.L.P.P.  No,  the  R.L.P.P.  is  not 
an  exotic  laboratory  test,  bu,t  an  abbreviation 
for  Real  Live  Paying  Patient,  as  R.L.D.D. 
stands  for  Real  Live  Doctor  Doctor.  Besides 
her  medical  degree  from  the  Medical  College 
of  Pennsylvania,  Dr.  Bluestone  also  has  a 
master’s  degree  in  public  health.  She  has 
written  a book,  "So  You  Want  to  be  a Doctor,  ” 
and  over  100  of  her  articles  have  been  pub- 
lished. 


within  a few  square  miles.  But  it  was 
uncertain  how  many  practice  or  merely 
live  in  these  suburbs,  and  in  any  event, 
the  area  has  been  known  as  a mecca 
that  attracts  patients  from  a wide  com- 
muting distance.  Besides,  Great  Neck 
was  our  home,  not  just  a roosting  place 
during  training,  and  we  had  friends  and 
roots  in  this  town.  My  professional  sup- 
port network  reached  back  to  “The 
City,”  where  I had  spent  over  15  years 
in  public  health  practice.  With  the  hope 
that  “one  more  shrink  in  Great  Neck” 
would  muddle  through,  up  went  my 
shingle,  and  the  search  for  the  R.L.P.P. 
was  underway  (see  italics). 

In  search  of  the  R.L.P.P. 

I began  by  working  eight  hours  a 
week  with  patients  who  had  come  with 
me  from  my  resident’s  life,  all  at  re- 
duced fees,  one  on  Medicaid.  Our  work 
together  continued  uninterrupted,  re- 
warding, and  enjoyable.  At  first,  pre- 
dictably in  August,  there  was  a flurry 
of  referrals  and  calls  from  patients 
whose  lives  were  disrupted  by  the  vaca- 
tions of  their  doctors,  medical  and  psy- 
chiatric. Five  to  ten  patients  over  the 
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. .P.R.  skills  seem  to  be 
vastly  more  important 
than  professional 
qualifications ...  In 
addition  to  exploiting 
my  assets,  I have  been 
told  to  get  shtick.  It  is 
not  enough  that  I am  a 
well-located,  well-aged, 
well-dressed,  downhome. 
American-trained 
psychiatrist  of  the 
female  persuasion,  with 
roots,  friends,  support 
systems,  free  publicity 
and  a lot  going  for  me. 

I also  need  shtick.' 


first  three  months  were  referred  by  my 
former  training  director,  fellow  staff 
members,  and  residents,  still  plying 
their  trade  in  the  clinics.  Of  these,  only 
one  became  an  R.L.P.P.  The  others 
called  but  broke  appointments,  called 
and  came  and  left,  or  did  not  call  at  all. 
One  woman  became  an  R.L.P.P.,  but 
tragically  died  in  an  accident  six  weeks 
after  starting  therapy.  Another  came 
successfully,  but  had  to  return  to  her 
home  in  a foreign  country.  And  then  the 
unexpected  ...  a nine-week  fallow  per- 
iod ensued,  during  which  time  no  new 
patient  crossed  the  threshold  of  my 
book-lined,  hospitable  sanctuary. 

During  this  period,  I wrote  some  arti- 
cles, gave  some  lectures,  had  some  fun, 
and  did  the  legwork  and  finger-walking 
customarily  done  by  senior  residents  a 
year  earlier.  Much  time  was  spent  talk- 
ing to  friends,  many  of  them  senior  psy- 
chiatrists in  town,  and  other  respected 
mental  health  professionals.  What  was 
most  immediately  apparent  was  that 
P.R.  skills  seemed  to  be  vastly  more  im- 
portant than  professional  qualifications 
in  earning  a living  in  an  over-doctored 
area.  Hustling  was  an  activity  in  which 
I was  given  intensive  training.  This  ad- 
vice was  thematically  consistent,  but 
the  content  per  se  was  often  contradic- 
tory. 

“You  have  to  talk  to  community 
groups,  make  yourself  known,  give  lec- 
tures, run  workshops,”  some  said.  Oth- 
ers discouraged  this.  (“You  only  get  peo- 
ple who  call  you  for  free  advice  the  next 
day.”) 

“You  have  to  advertise  in  the  yellow 
pages,”  said  some.  “Not  worth  it,”  was 
the  rejoinder.  “Do  you  know  what  you 
get  when  people  let  their  fingers  do  the 
walking  instead  of  their  brains?”  “Non- 
sense,” replied  the  younger  people,  who 
had  learned  that  they  could  no  longer 
afford  to  pick  and  choose,  “If  you  get 
one  decent  patient  out  of  it,  the  cost  of 
advertising  (now  about  $500)  is  worth 
it!” 

“You  have  to  send  out  formal  an- 
nouncements,” say  most.  A few  tell  me 
that  they  think  these  announcements 
are  instantly  round-filed,  a sad  truth  to 
which  I can  personally  attest.  But  the 
announcements  are  sent. 

“You  have  to  put  an  article  about 
yourself  in  the  paper.  Notify  your 
alumni  bulletins,  your  professional  soci- 
eties, your  news  sources.”  (No  sooner 
said  than  done.)  Once  a private  person, 
I now  have  informed  the  world  that  I 
exist  and  seek  R.L.P.P.s. 

“You  have  to  establish  a relationship 


with  the  local  doctors.  Thank  them 
when  they  send  you  patients.  Keep 
them  informed.”  (I  thought  that  was 
just  good  medical  practice!) 

“You  have  to  join  the  synagogue. 
Rabbis  are  a great  source  of  referrals.”  ; 
(If  so,  I wish  someone  would  tell  mine!) 

Some  of  these  helpful  hints  bordered 
on  the  bizarre,  as  people  began  recount- 
ing the  creative  and  unusual  ways  in 
which  they  had  cleverly  obtained  pa- 
tients. (“I  give  out  my  cards  to  shoe 
shine  boys  near  Wall  Street  and  tell 
them  to  pass  them  along  to  their  friends 
who  are  in  trouble.”) 

I am  advised  to  significantly  alter  my 
life-style  in  the  pursuit  of  the  elusive 
R.L.P.P.  Once  a homebody  with  two 
cats,  I am  now  to  become  a socialite  in 
the  pursuit  of  patients  and  can  ill  afford 
to  let  any  opportunity  pass  to  drop  my 
name,  my  service,  or  my  card.  My  hus- 
band and  family  are  to  become  foot  sol-  1 
diers  in  the  war  of  the  R.L.P.P,  my 
cards  tucked  into  their  wallets.  I have 
even  been  advised  to  hire  a P.R.  consul- 
tant who  will  put  my  name  before  the 
public,  via  television,  radio,  the  print 
media,  and  possibly  a billboard  at  the 
railroad  station. 

Nor  must  I expend  energy  on  barren 
soil.  Because  certain  insurance  policies 
are  notoriously  hard  on  reimbursement 
of  psychiatric  illness,  whole  population 
groups  are  now  to  be  excluded  from  my 
area  of  interest.  Although  some  counsel 
me  to  go  through  the  ordeal  of  obtain- 
ing a Medicaid  provider’s  number  (I 
have  done  so),  others  say  the  wasted 
hours  are  not  worth  the  pittance.  The 
decision  is  left  to  me  whether  this  will 
result  in  my  seeing  Medicaid  patients 
“for  free,”  or  simply  closing  my  doors 
to  the  poor  entirely.  And  the  aged.  And 
the  work-stressed. 

I am  advised  to  exploit  my  assets. 

"You  are  a woman.  You’d  be  surprised 
how  many  patients  nowadays  want  to 
go  to  a woman.  Certainly,  the  sex  of  a i 
therapist  makes  no  difference  in  theory. 
But  it  doesn’t  hurt  to  be  a woman.”  Im- 
plicit is  the  unspoken  addendum  that  I 
am  a middle-aged,  short,  and  pleasantly 
unfashionable  woman.  The  kind  of 
woman  that  other  women  feel  comfort- 
able with,  nonthreatening.  (If  you’ve 
got  it,  flaunt  it!) 

"You  are  an  American.  It  is  important 
for  people  to  know  that  you  went  to  an 
American  medical  school  (In  1958!)  and 
that  you  did  your  residencies  here.”  I 
am  advised  to  hang  my  important  di- 
plomas where  they  can  be  most  promi- 
nently impressive.  Dutifully,  and 

Pennsylvania  Medicine,  March  1985 


PENNSYLVANIA 

MEDICALOV  AC 
SOCIETY!  1VO 

presents  a 

MEDICAL  INSURANCE  OPTION 


Pennsylvania  Medical  Society 
embers  under  the  age  of  65  may 
iply  for  a sponsored  program  of 
edical  insurance.  This  comprehen- 
te  plan  is  open  to  members,  their 
Tiilies,  and  employees.  The  in- 
red  has  the  option  to  self-insure 
e reasonable  medical  costs  while 
oviding  generous  coverage  for 
e "big  bills.” 

Rating  by  age  and  county  of  resi- 
mce  are  two  additional  factors 
lich  may  mean  lower  rates  for 
sureds. 

Applicants  may  choose  either  a 
00  or  $1,000  deductible.  After  the 
:ductible  is  met,  the  next  $2,500 
expenses  are  shared:  the  in- 
rance  company  pays  80%,  the 
sured  pays  20%.  Thereafter,  the 
surance  company  pays  100%  of 
penses. 

Each  insured  has  a full  $1,000,000 
ailable  to  them.  The  deductible 
accumulated  on  a calendar  year 
isis,  with  a maximum  of  three 
?ductibles  per  family  per  year. 
For  those  expenses  which  are 
e result  of  an  accident,  the  first 
'00  will  be  paid  in  full  by  the 
surance  company.  Thereafter,  the 
?ductible  and  co-payment  will  be 
)plied. 


Underwritten  by  Life  Insurance 
Company  of  North  America,  a CIGNA 
Company,  this  plan  pays  the  reason- 
able and  customary  rates  for  ser- 
vices. Covered  expenses  include: 

• Semi-private  hospital  room  and 
board 

• Intensive  care  and  cardiac  care 
(up  to  twice  the  semi-private 
room  and  board  rate) 

• Diagnostic  X-ray  and  laboratory 
service 

• Miscellaneous  hospital  services 

• Physicians’  and  surgeons’  ser- 
vices in  the  hospital,  office  and 
at  home 

• Ambulance  to  and  from  the 
hospital 

• Radiologist,  physiotherapist, 
anesthesiologist,  anesthetist 
and  anesthetics 

• Prescribed  drugs  and  medicines 

• Private  duty  care  in  the  hospital 
and  at  home  provided  by  a 
licensed  or  graduate  nurse 

• Blood,  blood  plasma,  artificial 
limbs  or  eyes,  casts,  splints, 
trusses,  braces  or  crutches, 
oxygen,  rental  of  durable  medi- 
cal equipment 

• Many  other  items,  as  described 
in  the  group  policy 


Because  this  plan  is  medically 
underwritten,  rates  should  continue 
to  remain  very  competitive.  Persons 
interested  in  applying  for  coverage 
should  apply  at  least  four  weeks  in 
advance  of  their  desired  effective 
date.  In  most  cases  a physical  exam 
will  not  be  required,  although  the 
company  reserves  the  right  to  re- 
quest one.  In  some  cases,  the  com- 
pany will  write  to  your  physician  to 
get  details  of  current  health  history. 

Eligible  applicants  are  Pennsyl- 
vania Medical  Society  members, 
theirfamilies  and  employees  under 
the  age  of  65. 

For  further  details,  including 
applicable  exclusions  and  limita- 
tions, please  contact  the  plan 
administrator: 

Bertholon-Rowland  Agencies 

P.O.  Box  77 
Media,  PA  19063 
(800)  556-2500 

Dexter-Bertholon-Rowland 

Suite  201,  Caste  Center 
Baptist  and  Grove  Roads 
Pittsburgh,  PA  15236 
(412)  885-6570 


The  Best  Preventive  Medicine 
for  Your  Computer? 

Computer  Products  from 
Micro  Supplies,  Inc.,  Of  Course. 

Doctor,  you  depend  on  your  computer  in  your  practice.  So 
don’t  take  chances.  Let  Micro  Supplies,  Inc.  be  the  source 
for  all  your  computer  supplies  and  your  confidence. 

Micro  Supplies,  Inc.  stocks  the  best  brands  in  diskettes, 
ribbons,  paper  products,  furniture,  computer  hardware  and 
software.  Whatever  brand  of  computer  you  have,  the 
chances  are  we  have  the  supplies  for  it. 

We  guarantee  every  item  we  sell  and  if  you  are  not 
satisfied,  we’ll  refund  your  money.  No  questions  asked. 

We  sweat  over  the  quality  of  our  products  and  your 
convenience,  so  you  can  spend  your  time  for  your 
patients. 

Call  us  collect  today,  (215)  584-1370.  We  are  ready. 


Rx 

' «v. 

ca/s) 

u Q 

S?4-/3  70 

MICRO  SUPPLIES,  INC. 

(215)  584-1370 


Box  453 

Kulpsville,  PA  19434 


special  feature 

twenty  years  after  the  fact,  I hang  di- 
plomas. 

“ You  are  a writer, ” I am  told.  “You 
couldn’t  begin  to  buy  the  kind  of  public- 
ity you  get  every  time  you  publish  an 
article  (frequently)  with  your  by-line. 
Make  sure  it  says  DR.  BLUESTONE 
IS  IN  THE  PRIVATE  PRACTICE  OF 
PSYCHIATRY  IN  GREAT  NECK, 
NEW  YORK.”  I agree.  Reluctantly  I 
trade  in  my  old  by-line,  which  used  to 
plug  my  book.  (Dr.  Bluestone  is  the  au- 
thor of  “So  You  Want  to  be  a Doctor?” 
published  by  Lothrop,  Lee  and  She- 
pard, 1981.) 

I am  counseled  to  revamp  my  ward- 
robe, so  that  I can  look  the  part  of  the 
successful  career  woman.  (And  become 
more  threatening?)  I finally  have  an  ex- 
cuse to  blitz  Lord  and  Taylor,  but  the 
IRS  has  not  obliged  by  recognizing  this 
as  a legitimate  deduction. 

Developing  “shtick” 

In  addition  to  exploiting  my  assets,  I 
have  been  told  to  find  my  “shtick.”  It  is 


not  enough  that  I am  a well-located, 
well-aged,  well-dressed,  downhome, 
American-trained  psychiatrist  of  the  fe- 
male persuasion,  with  connections, 
roots,  friends,  support  systems,  free 
publicity,  and  “a  lot  going  for  me.”  I 
also  need  “shtick,”  something  that  will 
separate  me  definitively  from  the  goats. 

I have  asked  myself  what  my 
“shtick”  is.  I am  a writer  and  a musi- 
cian, and  I am  interested  in  creative 
people.  (I  am  advised  to  notify  the  con- 
servatories of  my  interest,  particularly 
in  writer’s  block  and  stage  fright.)  I 
served  as  assistant  commissioner  for 
chronic  disease  at  the  City  of  New  York 
Department  of  Health.  (I  am  now  to 
consider  myself  an  expert  in  the  elderly, 
long  term  illness,  and  social/familial 
problems  associated  with  unremittent 
physical  problems.)  I have  a longstand- 
ing interest  in  medical  students  and 
women  physicians.  (I  must  notify  all 
the  medical  schools  to  send  me  their 
neurotic  women.)  I think  if  I try  very 
hard,  I may  be  able  to  add  even  more  to 
my  “shtick.”  But  that  would  probably 
destroy  my  credibility. 


Becoming  an  R.L.D.D. 

Although  I am  basically  a philoso- 
pher, not  a scientist,  and  my  foremost 
interest  continues  to  be  good  psycho- 
therapy, the  human  interaction  where 
people  are  encouraged  to  come  to  grips 
with  what  gnaws  at  them,  I am  subtly 
discouraged  from  believing  that  I can 
earn  a living  from  doing  this.  Every  so- 
cial worker,  psychologist,  and  self- 
styled  counselor  is  now  engaged  in  the 
process  of  psychotherapy.  They  adver- 
tise lustily  and  write  advice  columns  in 
the  local  shoppers’  news.  Since  the  pub- 
lic will  naturally  gravitate  to  their  lower 
fees,  the  future  of  the  psychiatrist  lies 
in  becoming  a Real  Live  Doctor  Doctor 
(R.L.D.D.?)  once  again.  In  the  new  bio- 
logical psychiatry,  unless  the  tests  are 
running,  the  pills  flowing,  the  neurons 
registering  their  synaptic  exchanges  on 
paper,  the  doctoring  process  is  not  legit- 
imized. I am  told  that  I cannot  afford  to 
turn  away  “medication  patients,”  for 
they  are  what  separates  us  from  the  lay 
therapists,  and  return  us  to  the  fold  of 
medicine.  (Nor  would  I.  They  are  as 
much  my  patients  as  those  who  “talk,” 
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West  Park  Hospital’s  New  Emergency  and  Outpatient  Care  Center 


Opening  in  January,  1985,  West  Park  Hospital’s 
new  Emergency  and  Outpatient  Care  Center  provides 
expanded  facilities  to  serve  you  and  your  patients  with 
greater  convenience  and  comfort  featuring  these 
departments: 

• Emergency  Service  features  seven  treatment  areas 
prepared  for  any  emergency  located  adjacent  to  X-ray 
and  Cardio-Pulmonary  Services  is  staffed  around  the 
clock  by  the  Medical  College  of  Pennsylvania  Emer- 
gency Service,  with  physicians  specially  trained  in 
Emergency  Medicine; 

• Cardio-Pulmonary  with  computerized  stress  testing, 
Doppler  echocardiography,  computerized  pulmonary 


function,  and  the  newest  technology  in  cardiac 
diagnostic  testing; 

• Laboratory  Medicine  offers  special  procedures  in- 
cluding Immuno-hematology,  Immuno-histology,  and 
Coagulation  factor  assay  in  addition  to  standard 
laboratory  services; 

• Department  of  Imaging  with  inclusive  diagnostic 
procedures:  Interventional  Radiology  including  Digital 
Angiography,  CT,  Ultrasound,  Nuclear  Medicine,  and 
Diagnostic  Radiology; 

• Pharmacy  Services  expand  to  include  a unit  dose 
dispensing  system  and  intravenous  additive  service; 

• Physical  Therapy  Department  is  fully  equipped  for  the 
latest  techniques  in  physical  therapy  and  rehabilitation. 

Call  578-3622  for  more  information  and  an 
invitation  to  our  open  house. 


iD 


West  Park  Hospital 

Ford  Road  and  Fairmount  Park  Philadelphia,  PA  19131  (215)  578-3400 


HEALTH  CARE  AT  ITS  BEST: 
AIR  FORCE  MEDICINE 


Air  Force  medicine  is  one  of  our  best 
benefits,  and,  with  your  help,  we’ll 
keep  it  that  way.  The  Air  Force  needs 
physicians  such  as  you  to  become 
members  of  our  health  care  team. 

Most  administrative  responsibilities 
are  in  the  hands  of  others,  giving  our 
physicians  the  time  to  give  their  full  attention 
to  the  patients'  needs.  Our  hospitals  are  staffed 
with  dedicated,  competent  professionals 

You’ll  find  you  will  have  time  for  your  family,  and  to 
keep  abreast  of  the  latest  methods  and  technologies  that 
you  don’t  have  time  for  now.  We  also  offer  unlimited 
professional  development  and  financial  security. 

If  you’re  considering  a change,  consider  Air  Force  medicine. 

To  find  out  more  about  Air  Force  medicine,  contact  your  nearest  Air  Force 
recruiter  Experience  health  care  at  its  best. 


Pi 


Pittsburgh  - SSgt.  Winterhalter  (412)  644-5875 
Philadelphia  - Medical  Team  (609)  724-2585 


A great  way  of  life! 


Controversies  and  Dilemmas  in  the 
Treatment  and  Management  of 
Cardiac  Valve  Disease  in  Children 

Date:  Thursday  & Friday,  May  30,  31,  1985 

Location:  Bellevue  Stratford  Hotel,  Philadelphia,  Pennsylvania 

Sponsored  by:  The  Pediatric  Heart  Institute  of 

St.  Christopher’s  Hospital  for  Children,  & 

Temple  University  School  of  Medicine 


FACULTY: 

Robert  H.  Anderson 
Rohinton  K.  Balsara 
lain  F.S.  Black 
Edward  L.  Bove 
John  W.  Brown 
Catherine  Bull 
Alain  Carpentier 


Richard  E.  Clark 
Gordon  K.  Danielson 
Richard  M.  Donner 
Jeffrey  M.  Dunn 
Paul  A.  Ebert 
Robert  M.  Freedom 
Timothy  J.  Gardner 


William  I.  Norwood 
Albert  D.  Pacifico 
Reiner  De  Vivie 
Guillermo  R.  Sanchez 
Hartzell  V.  Schaff 
Jaroslav  Stark 
James  F.N.  Taylor 


COURSE  DESCRIPTION:  This  program  explores  the  etiology,  anatomy,  pathology,  diagnosis,  and  treatment  of  cardiac 
valve  disease  in  children.  The  program  immediately  precedes  the  1985  World  Congress  of  Pediatric  Cardiology. 

For  registration  information:  Or  Phone: 

Section  of  Cardiac  Surgery 

St.  Christopher’s  Hospital  for  Children  (215)  427-5108 

5th  and  Lehigh  Streets 
Philadelphia,  PA.,  19133 
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and  I love  them  as  dearly  as  those  who 
solve  their  problems  without  pills.) 

I have  been  warned  by  numerous 
voices  of  truth  that  referrals  from  other 
psychiatrists  are,  to  put  it  politely,  gen- 
der dependent.  I am  told  that  an  old 
boy  network  will  exclude  me,  that  I am 
well  advised  to  join  women’s  medical 
groups.  It  is  not  hard  to  believe,  as  I 
was  not  born  yesterday,  but  probably 
the  primary  reason  other  psychiatrists 
in  this  town  do  not  send  unwanted  pa- 
tients is  that  they  are  all  squeezed,  Af- 
ter all,  there  are  129  hungry  others  out 
there  beating  their  time. 

What  remains  remarkable  is  that  slim 
pickings  have  not  turned  the  shrinks  of 
Great  Neck  mean.  It  may  even  have 
tickled  their  competitive  spirits.  They 
continue  to  greet  each  other  jovially  at 
dinner-lectures;  compare  “filled  hours” 
good-naturedly,  and  possibly  untruth- 
fully; attend  their  junior  colleagues 
with  genuine  interest,  and  do  not  en- 
courage them  to  try  Indianapolis  or 
Salt  Lake  City.  It  is  a tribute  to  their 
menschlichkeit  that  they  do  not  band 


together  in  small  packs,  attacking 
weakened  prey.  In  fact,  most  of  those 
I’ve  met  seem  to  be  grown-up  people, 
despite  the  stereo-type  of  the  shrink, 
unchanged  by  the  recessions  of  recent 
years. 

Finding  the  R.L.P.P. 

It  is  possible  that  my  own  recession  is 
starting  to  bottom  out.  The  first  pa- 
tient to  break  my  ten-week  silence  was 
self-referred.  After  several  hours  we 
both  concluded  that  she  was  not  as 
crazy  as  she  thought  she  was,  and  she 
was  released  from  my  hungry  clutches 
with  a bill  for  only  two  sessions.  Her 
gratitude  will  undoubtedly  ensure 
many  more  referrals  from  her  worksite! 

The  second  was  referred  by  a team  of 
female  internists,  at  the  suggestion  of  a 
female  resident.  Ostensibly  a “reactive 
depressive,”  she  has  elected  to  do  some 
exploratory  work,  which  enters  her  be- 
yond question  into  the  ranks  of  the 
R.L.P.P.  My  baseball  card  of  filled  hours 
is  now  one  up  for  real. 

The  most  recent  addition  to  my  bur- 
geoning case  load  was  a ringer.  Referred 
to  me  by  several  (male)  physicians  as  a 
private  case,  she  turned  out  to  be  a 


chronic  paranoid  schizophrenic  with 
enough  hospitalizations  behind  her  to 
qualify  her  for  Medicaid  many  times 
over.  Asi  es  la  vida!  I was  so  happy  to 
see  a new  face,  I nearly  invited  her  to 
stay  for  tea! 

At  this  point,  I have  increased  my 
working  hours  from  the  eight  with 
which  I started  in  July,  to  10  or  11  per 
week.  People  tell  me  that’s  not  bad  for 
five  months  out  of  training.  I’m  told  it 
will  take  several  years  to  become  busy. 

Somehow,  it  all  seems  a far  cry  from 
my  heedless  youth,  when  the  world 
seemed  full  of  sick  people,  and  my  goal 
in  life  was  to  heal  them  all.  I am  grate- 
ful that  other  activities,  including  my 
work  as  director  of  continuing  medical 
education  at  Creedmoor  Psychiatric 
Center,  make  me  feel  useful.  Otherwise, 
I might  have  to  pick  up  and  head  for  an 
Indian  Reservation,  or  the  Third  World, 
or  even  back  to  the  inner  city  for  my 
fun. 

Truly  the  world  of  medicine  has 
changed  tremendously  in  my  own  pro- 
fessional lifetime.  Building  a practice 
may  seem  like  a process  to  be  faced  the 
same  way  in  all  generations  . . . but  I 
wonder!  □ 
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OVER  100,000 
PHYSICIANS  READ 
POSTGRADUATE  MEDICIIf 
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Dx:  recurrent 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRPecin- 

In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Peoples,  Rea  & Derick, 
Revco,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 
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Side  effects  of  glaucoma  medications 


Louis  B.  Cantor,  MD 
George  L.  Spaeth,  MD 

Four  major  classes  of  drugs  are  cur- 
rently used  to  treat  glaucoma: 
parasympathomimetic  agents  (pilocar- 
pine), sympathomimetic  agents  (epi- 
nephrine), beta-adrenergic  blockers  (ti- 
molol), and  carbonic  anhydrase 
inhibitors  (Diamox  and  Neptazane).  All 
cause  local  and  systemic  side  effects 
which  may  be  severe  or  even  fatal.  The 
parasympathomimetic,  sympathomi- 
metic, and  beta-adrenergic  blocking 
agents  are  used  in  drop  form,  and  nei- 
ther patient  nor  physician  considers 
them  as  a cause  for  systemic  problems. 
Because  of  the  frequency  and  severity 
of  systemic  side  effects  from  topical  eye 
drops,  it  is  essential  that  the  use  of 
these  medications  be  known  to  the  pa- 
tient and  all  the  patient’s  physicians,  as 
well  as  the  ophthalmologist,  and  that 
their  side  effects  be  recognized. 

Parasympathomimetics  (pilocarpine, 
Carbachol,  Phospholine  Iodide)  The 
most  common  systemic  side  effects 
caused  by  these  drugs  are  gastrointesti- 
nal: anorexia,  abdominal  pain,  nausea, 
diarrhea,  and  especially  “cramps.”1'4 
These  may  be  severe.  Patients  have  had 
upper  and  lower  gastrointestinal  x-ray 
studies  and  gastroscopy  for  problems 
caused  by  the  parasympathomimetic 
eyedrop.  Bradycardia  also  occurs, 
though  less  commonly.  Parasym- 
pathomimetic agents  affect  the  bron- 
chial smooth  muscles,  causing  broncho- 
spasm  and  exacerbating  asthmatic 
conditions  in  susceptible  patients.  Para- 
sympathomimetic agents  may  also  af- 
fect the  musculoskeletal  system,  lead- 
ing to  muscle  irritation,  spasms,  or 
tremor.  The  central  nervous  system 
may  be  affected  so  that  the  patient  may 
experience  a feeling  of  restlessness  or  ir- 
ritability. 

Phospholine  Iodide  (echothiophate  io- 
dide), an  “irreversible”  inhibitor  of  se- 
rum cholinesterase,  has  long-lasting  ef- 
fects which  may  persist  up  to  one 
month  following  cessation  of  the  drop. 


Developed  as  a war  gas,  this  drug  is 
similar  to  potent  insecticides.  Of  special 
importance  is  the  prolonged  apnea  and 
paralysis  that  will  be  caused  by  suc- 
cinylcholine  used  during  general  anes- 
thesia if  the  drug  is  not  discontinued  at 
least  two  weeks  prior  to  general  anes- 
thesia. Patients  using  a topical  anticho- 
linesterase should  also  be  cautioned 
about  exposure  to  organophosphate  in- 
secticides, as  there  may  be  a cumulative 
effect  on  cholinesterase  inhibition 
which  could  produce  systemic  toxicity. 

Topical  Beta-Adrenergic  Blocking 
Agents  (timolol,  betaxolol,  bunolol)  Top- 
ical beta-adrenergic  blockers  are  the 
most  commonly  used  drugs  for  the 
treatment  of  glaucoma  today.  Currently 
timolol  is  the  only  approved  beta 
blocker  available  in  this  country,  but 
there  will  soon  be  others  released  on  the 
market  for  the  treatment  of  glaucoma. 
Topically  applied  beta  blockers  can 
have  a wide  range  of  systemic  side- 
effects.1'5'7 

Because  the  drops  are  so  comfortable 
in  the  eye,  rarely  do  patients  associate 
their  use  with  systemic  side  effects.  Pa- 
tients with  preexisting  asthma  or 
chronic  obstructive  pulmonary  disease 
with  a bronchospastic  component  may 
be  severely  affected  by  topically  applied 
beta  blockers.  There  have  been  over  20 
deaths  reported  due  to  status  asthmati- 
cus  and  respiratory  failure.  Since  few 
cases  get  reported,  the  true  incidence  is 
much  higher.  Asthmatic  complications 
may  develop  in  patients  with  no  known 
asthmatic  condition. 

Topical  beta  blockers  also  commonly 
affect  the  cardiovascular  system. 
Bradycardia  is  routine  in  patients  on 
beta  blocker  medications  and  should  be 
looked  for  both  by  the  ophthalmologist 


The  authors  are  from  the  William  A.  and 
Anna  V.  Goldberg  Glaucoma  Service  and  Re- 
search Laboratories  of  the  Wills  Eye  Hospi- 
tal Philadelphia. 


and  general  physician.  Cardiac  pace- 
makers have  been  implanted  in  individ- 
uals where  bradycardia  was  caused  by 
timolol.  Congestive  heart  failure  and 
acute  pulmonary  edema,  in  some  cases 
resulting  in  death,  have  been  reported. 

Topical  beta-adrenergic  blocking 
agents  also  affect  the  central  nervous 
system.  Disorientation,  headache,  and 
lightheadedness  are  not  uncommon. 
Some  patients  have  drug-related  visual 
hallucinations.  Rarely  do  patients  asso- 
ciate these  disturbing  changes  in  mood 
or  intellectual  function  to  the  use  of  an 
eyedrop.  Rarely,  also,  do  physicians 
make  the  connection,  since  patients  do 
not  tell  their  general  physician  or  sur- 
geon that  they  are  using  eye  drops,  and 
many  physicians  and  surgeons  don’t 
ask  about  eye  drops. 

Other  side  effects  of  topical  beta 
blockers  include  impotence,  hypoglyce- 
mia, and  exacerbation  of  myasthenia 
gravis.  As  timolol  is  concentrated  in 
breast  milk,  toxic  levels  may  be  in- 
stilled to  nursing  infants. 

Sympathomimetic  Agents  (epineph- 
rine, Propine)  The  sympathomimetic 
drugs  are  likely  to  be  used  as  initial 
drugs  in  younger  glaucoma  patients. 
The  most  common  problems  are  red  or 
irritated  eyes.  The  systemic  effects  are 
uncommon,  but  of  importance.1”  Cere- 
brovascular accidents  have  been  associ- 
ated with  the  use  of  these  drugs.  Topi- 
cal sympathomimetic  agents  may  cause 
cardiac  irritability,  leading  to  cardiac  ar- 
rhythmias and  extrasystoles;  palpita- 
tions and  tachycardia  are  not  uncom- 
mon. In  addition,  these  medications 
cause  headaches,  and  in  a few  individ- 
uals may  lead  to  anxiety  or  tremor. 

Carbonic  Anhydrase  Inhibitors  [acet- 
azolamide  (Diamox),  methazolamide 
(Neptazane)]  The  carbonic  anhydrase  in- 
hibitors are  available  in  oral  form  only. 
The  systemic  side  effects  of  these  cell 
poisons  are  many  and  varied.1910  The 
side  effects  are  usually  dose  related.  De- 
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pression,  confusion,  fatigue,  insomnia, 
forgetfulness,  impotence,  irritability, 
malaise,  nervousness,  anorexia,  and 
weight  loss  are  common;  they  Eire  al- 
most always  present  to  some  extent. 
These  symptoms  may  at  times  be  se- 
vere and  have  resulted  in  suicide  at- 
tempts by  patients  who  have  become 
depressed  while  taking  a carbonic  anhy- 
drase  inhibitor.  The  depression  mimics 
the  classic  psychiatric  depression 
closely.  Almost  never  do  patients  asso- 
ciate their  emotional  disturbances  with 
the  use  of  the  drug.  Furthermore,  physi- 
cians are  not  always  aware  of  this  effect 
of  the  carbonic  anhydrase  inhibitors 
and  as  a result  do  not  realize  that  these 
drugs  should  be  considered  causative 
agents  in  all  patients  who  are  de- 
pressed. 

Renal  stone  formation  is  apparently 
enhanced  by  carbonic  anhydrase  inhibi- 
tors. Patients  treated  with  acetazol- 
amide  are  at  least  twice  as  likely  to  de- 
velop renal  stones  as  those  patients  not 
on  the  drug.  Once  a patient  has  devel- 
oped a renal  calculus  on  acetazolamide, 
the  continued  use  of  the  drug  is  associ- 
ated with  a 50  percent  recurrence  of  re- 
nal stones  within  two  to  three  years. 
Some  of  these  patients  may,  if  neces- 
sary for  their  glaucoma,  be  switched  to 


low  doses  of  methazolamide  without  re- 
currence of  their  renal  calculi;  however, 
it  is  probably  best  to  discontinue  the 
use  of  a carbonic  anhydrase  inhibitor  in 
favor  of  another  treatment  modality. 
Most  patients  have  polyuria,  though 
this  side  effect  may  not  be  long-lasting. 

Acid/base  disturbance  occurs  in  all 
patients  on  carbonic  anhydrase  inhibi- 
tors. This  may  be  a particular  problem 
in  patients  who  are  on  other  diuretics  or 
medications  which  themselves  cause  a 
metabolic  imbalance.  For  example,  the 
carbonic  anhydrase  inhibitors  cause  a 
metabolic  acidosis,  and  the  combination 
of  salicylates  and  a carbonic  anhydrase 
inhibitor  may  significantly  increase  the 
side  effects  for  both  medications!  Hypo- 
kalemia is  another  effect  of  carbonic  an- 
hydrase inhibitors  which  may  be  exac- 
erbated by  the  use  of  other  drugs,  such 
as  corticosterioids  or  thiazides,  which 
also  increase  potassium  loss. 

Gastrointestinal  effects  include  nau- 
sea, anorexia,  diarrhea,  and  constipa- 
tion. These  effects  are  common,  dose- 
related,  and  have  led  to  extensive 
diagnostic  studies. 

Paresthesias  are  experienced  by  al- 
most all  patients  when  carbonic  anhy- 
drase inhibitors  are  started;  the  symp- 
toms usually  improve  after  a few  days. 


Most  commonly  these  paresthesias  are 
perioral  or  affect  the  hands  and  feet. 

Dose-related  skin  lesions  are  not  un- 
common. The  pruritic,  erythematous 
lesions  may  be  isolated  or  confluent. 
Other  side  effects  include  bone  marrow 
suppression,  occasionally  leading  to 
death,  elevation  of  liver  enzymes,  inter- 
ference with  oral  diabetic  agents,  and 
tinnitus.  These  drugs  are  considered 
teratogenic  and  should  be  used  with 
this  knowledge  in  mind  in  women  of 
childbearing  age. 

Summary 

A review  of  the  systemic  side  effects 
of  glaucoma  medications  has  been  pre- 
sented. This  is  not  a complete  review, 
but  instead  focuses  on  the  most  com- 
mon side  effects  within  each  class  of 
medications  mentioned.  Glaucoma  med- 
ications affect  virtually  all  systems  of 
the  body.  Since  it  is  usual  for  glaucoma 
patients  to  use  several  different  drugs, 
the  range  of  possible  systemic  side 
effects  is  large  and  serious,  includ- 
ing such  a variety  as  bradycardia,  de- 
pression, gastrointestinal  symptoms, 
headache,  hallucinations,  impotence, 
asthma,  and  death. 

It  is  essential  that  not  only  the  oph- 
thalmolgist  be  familiar  with  the  side  ef- 
fects of  glaucoma  medications,  but  that 
other  physicians  involved  with  the  pa- 
tient’s care  also  be  aware  of  what  glau- 
coma medications  his  or  her  patient 
may  be  using  and  what  their  possible 
side  effects  may  be.  Especially  is  this 
so,  since  the  patient  rarely  associates 
the  use  of  an  eye  drop  with  problems  in 
his  or  her  general  health.  □ 
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special  feature 

Health  psychology  and  medicine 


Michael  J.  Asken,  PhD 

Several  decades  ago,  Abrahams  ob- 
served: 

“The  conscientious  practitioner  finds 
himself  at  the  crossroads  bewildered 
and  undecided  when  dealing  with  a 
certain  type  of  patient,  whether  to 
send  her  stools  to  be  analyzed  by  a 
pathologist,  or  her  mind  to  be  ana- 
lyzed by  a psychologist.”1 

Fortunately,  significant  developments 
in  both  medicine  and  psychology  over 
the  last  few  years  have  reduced  this 
confusion.  In  psychology,  that  develop- 
ment is  the  emergence  of  Health  Psy- 
chology as  a recognized  and  structured 
area  with  specialized  training  pro- 
grams. The  field  of  Health  Psychology 
provides  exciting  opportunities  for  in- 
terdisciplinary collaboration  between 
psychology  and  medicine  to  extend  our 
understanding  and  management  of 
health  and  illness. 

The  relationship  between  psychology 
and  medicine,  long  a tenuous  one,  has 
become  more  stable  in  recent  years. 
Proof  of  this  is  seen  in  the  greater  num- 
ber of  psychologists  present  in  medical 
settings.  Prior  to  the  1950s,  less  than 
12  medical  schools  had  a psychologist 
on  their  faculties;  in  1952,  there  were 
255  psychologists  on  medical  school 
faculties;  and  in  1977,  the  number  was 
reported  to  be  2,336.2  3 This  figure  does 
not  include  psychologists  employed  in 
nonuniversity  medical  settings,  such  as 
community  hospitals.1  Rush-Presby- 
terian-St.  Lukes  Medical  Center  in  Chi- 
cago had  a staff  of  52  full-time  psychol- 
ogists in  1982.5  Clearly,  something  has 
happened  to  suggest  an  increased  role 
for  psychology  in  the  medical  setting. 

The  contemporary  emphasis  in 
Health  Psychology,  is  generally  agreed 
to  have  begun  with  an  article  by  Scho- 
field in  1969. b In  it  he  outlined  the  po- 
tential contributions  of  psychology  to 
medicine.  Other  work  reflected  this  ori- 
entation,711 but  the  first  official  docu- 
ment came  from  the  American  Psycho- 
logical Association’s  Task  Force  on 
Health  Care  Research.11  Since  the  task 


force  represented  an  academic  and  re- 
search focus,  organizations  Tike  the 
Medical  Psychology  Network  and  the 
Organization  of  Psychologists  in  Fam- 
ily Medicine  and  Primary  Health  Care 
developed  to  support  the  growth  of 
more  clinically  oriented  activities.10 

In  1978,  a new  division  was  created 
within  the  American  Psychological  As- 
sociation, the  Division  of  Health  Psy- 
chology. It  began  with  700  charter 
members,  and  the  current  census  is  re- 
ported to  be  2,400.'° 11  With  the  estab- 
lished division  also  came  a formal  (if 
burdensome)  definition  of  the  specialty 
which  is  as  follows: 

Health  Psychology  is  the  aggregate 
of  the  specific  educational,  scientific, 
and  professional  contributions  of  the 
discipline  of  Psychology  to  the  pro- 
motion and  maintenance  of  health, 
prevention  and  treatment  of  illness, 
the  identification  of  etiologic  and  di- 
agnostic correlates  of  health,  illness 
and  related  dysfunction  and  to  the 
analysis  and  improvement  of  the 
health  care  system  and  health  policy 
formation.12 

The  journal  Health  Psychology  was 
first  published  in  1982,"  and  several 
books  for  the  field  have  appeared.14 

The  choice  of  terminology  has  not 
been  without  debate.  However,  the  al- 
ternate, and  more  traditional,  term, 
medical  psychology,  appears  to  be  los- 
ing influence,  for  many  reasons,  includ- 
ing a desire  to  suggest  that  the  field  is 
not  solely  a medical  endeavor,  nor  to  be 
confused  with  psychological  medicine,  a 
British  term  for  psychiatry."  The 
influence  still  remains,  however,  as  in  a 
recently  published  volume  entitled 


The  author  is  from  the  Department  of  Family 
Medicine,  Polyclinic  Medical  Center,  Harris- 
burg, and  on  the  faculty  of  the  Department  of 
Behavioral  Science,  Milton  S.  Hershey  Medi- 
cal Center.  References  noted  in  the  article  will 
be  furnished  on  request. 


Medical  Psychology:  Contributions  to 
Behavioral  Medicine . 15 

A correlative  occurence  has  been  the 
growth  of  pediatric  psychology,  whose 
development  slightly  preceeded  that  of 
health  psychology.  Pediatric  psychol- 
ogy is  reported  to  have  been  defined 
(and  differentiated  from  child  clinical 
psychology)  by  Wright  as  the  clinical 
activities  of  psychologists  working  with 
children  in  nonpsychiatric  medical  set- 
tings. In  1968,  the  Society  of  Pediatric 
Psychology  was  formed  and  the  Journal 
of  Pediatric  Psychology  was  first  pub- 
lished in  1976. Ih 

Thus,  psychologists  have  assumed  a 
variety  of  roles  in  medical  settings,17 
and  psychology  has  come  to  character- 
ize itself  as  a health-care  profession 
with  certain  requirements  and  qualifica- 
tions." In  recognition  of  this  develop- 
ment, training  programs  now  prepare 
psychologists  to  be  competent  partici- 
pants in  the  medical  milieu.19,2021 

Many  reasons  have  been  advanced 
for  why  such  developments  should  oc- 
cur at  this  time  for  psychology  and 
medicine.  Three  reasons  seem  to  be  pri- 
mary. First,  there  has  been  renewed  rec- 
ognition by  medicine  that  psychological 
issues  are  part  of  health  and  medical 
care.  For  example,  studies  show  that  52 
percent  of  the  pediatric  primary-care- 
clinic  population  have  psychological  or 
emotional  problems;  that  37  percent  of 
well-child  pediatric  visits  involve  coun- 
seling and  support  around  child  rearing 
and  behavior  management;  and  that  an- 
other 19  percent  of  visits  involve  ques- 
tions related  to  academic  perform- 
22 

ance. 

It  is  being  recognized  that  the  major- 
ity of  visits  to  all  primary-care  physi- 
cians involve  psychological  issues  and 
that  the  bulk  of  mental  health  care  in 
the  United  States  is,  in  fact,  given  by 
this  sector.2324  The  American  Hospital 
Association  notes  that  hospitalized  pa- 
tients need  psychosocial  care  and  urges 
that  psychological  factors  be  addressed 
as  they  may  delay  recovery  or  even  in- 
fluence survival.’ 

One  pediatrician  suggests  that  pedi- 
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atric  groups  employ  their  own  clinical 
psychologists.16  Short  of  this,  organiza- 
tions like  the  Ambulatory  Pediatric  As- 
sociation and  the  American  Board  of 
Family  Practice  suggest  or  require 
training  in  dealing  with  psychological 
and  behavioral  problems  in  primary- 
care  medicine.22  25 

Second,  and  more  influential  than 
this  recognition  of  mental  health  con- 
cerns in  medical  populations  has  been 
the  recognition  that  the  major  causes  of 
mortality  and  morbidity  in  the  U.S. 
now  have  significant  behavioral  compo- 
nents which  must  be  addressed  if  inter- 
ventions are  to  be  effective.  Knowles 
has  stated  that  the  control  of  the 
present  major  health  problems  in  the 
U.S.  depends  directly  on  the  modifica- 
tion of  the  individual’s  behavior  and  liv- 
ing habits.26 

Without  at  all  minimizing  the  desper- 
ately needed  medical  interventions  for 
illness  once  it  has  occurred,  there  is  a 
growing  recognition  that  the  most  ef- 
fective and  cost-effective  strategy  is  a 
preventive  one.  Individual  behavior  and 
responsibility  are  as  important  as  hos- 
pital care,  drugs,  or  high-technology 
medical  devices.27  To  the  extent  that 
medical  care  requires  change  in  behav- 
ior or  the  alteration  of  characteristic  re- 
sponse patterns,  it  is  dealing  with  be- 
havior problems  and  “falls  squarely 
within  the  province  of  psychology.”28 
The  growth  of  behavioral  medicine  is 
a final  factor  contributing  to  the  devel- 
opment of  health  psychology.29  The  de- 
velopments of  behavioral  medicine  and 
health  psychology  are  simultaneous 
and  closely  intertwined— each  contrib- 
uting to  and  sustaining  the  other.  In 
fact,  the  term  behavioral  health  has 
been  suggested  to  describe  health  psy- 
chology’s contributions  to  behavioral 
medicine.  It  has  been  defined: 

Behavioral  Medicine  is  the  interdis- 
ciplinary field  concerned  with  the  de- 
velopment and  integration  of  behav- 
ioral and  biomedical  science  knowl- 
edge and  techniques  relevant  to 
health  and  illness  and  the  application 
of  this  knowledge  and  these  tech- 


niques to  prevention,  diagnosis,  treat- 
ment and  rehabilitation.30 

There  are  those  who  maintain,  with 
validity,  that  the  “behavioral”  in  behav- 
ioral medicine  is  a reference  to  the  psy- 
chological approaches  of  behavior  modi- 
fication and  behavior  therapy.11 32  While 
behavioral  medicine  is  now  accepted  as 
broader  than  just  the  application  of  be- 
havioral approaches  to  medicine,  its  be- 
havioral roots  have  given  it  characteris- 
tics which  allow  it  to  succeed  in 
integrating  with  medicine  where  fore- 
runners have  had  less  success.31  3,1  34  35 

The  characteristics  which  make  be- 
havioral medicine  appropriate  in  the 
medical  setting,  and  which  also  apply  to 
health  psychology,  can  be  summarized 
as  follows:  1)  It  is  interdisciplinary  in 
spirit;  2)  Its  focus  is  to  affect  physical 
health  status,  albeit  through  behavioral 
means;  3)  It  is  a new  body  of  data  de- 
rived from  the  study  of  medical,  not 
psychiatric  patients;  4)  The  interven- 
tions are  short-term,  data-based,  and 
empirically  tested;  and  5)  The  focus  is 
on  prevention  and  the  maintenance  of 
health. 

While  it  would  be  impossible  to  cata- 
log all  the  successful  collaboration  that 
has  already  occurred  between  medicine 
and  psychology,  a brief  review  is  illus- 
trative. Pomerleau  et  al  published  a re- 
port on  the  use  of  behavior  modification 
techniques  in  preventive  medicine  in 
the  New  England  Journal  of  Medicine 
in  1975. 16  Bryan  et  al  also  surveyed 
some  of  the  earlier  applications  and 
found  examples  in  specialties  ranging 
from  dermatology  to  ophthalmology. 17 
Some  of  the  classic  contributions  are 
now  well-known  and  common  place,  as 
in  the  areas  of  obesity38  and  smoking 
termination.19  Chronic  pain  interven- 
tions and  programs  have  largely  been 
built  on  the  work  of  Fordyce4"  and 
Sternbach.41  Biofeedback,  which  is  basi- 
cally the  operant  conditioning  of  physi- 
ologic responses,  has  produced  a volu- 
minous literature  and  successes  in  a 
wide  variety  of  areas  from  tension  head- 
ache to  GI  dysfunction.42  43  44  The  impor- 
tant psychological  parameters  of  physi- 


cal conditions  such  as  myocardial 
infarction,45  diabetes,46  asthma,47  and 
mastectomy48  have  been  explored.  The 
problem  of  compliance  with  medical 
regimens  and  the  means  to  increase  ad- 
herence have  also  been  addressed.49 

New  areas  of  inquiry  and  application 
are  even  more  exciting.  Successful  ef- 
forts have  been  reported  in  training 
children  to  recognize  emergency  situa- 
tions and  make  emergency  phone 
calls.  " A systematic  approach  to  the 
teaching  of  fire  escape  skills  to  the  same 
population  has  also  been  described.51 
Effort  has  been  expended  to  increase 
the  use  of  car  seats52  and  seat  belts.  1 
Factors  which  influence  participation  or 
attrition  in  exercise  programs  have 
been  assessed.’4  Success  has  been 
achieved  in  countering  the  nausea  asso- 
ciated with  cancer  chemotherapy,  which 
plagues  many  cancer  patients.5’  And 
even  videogames  have  been  put  to  med- 
ical advantage  by  use  in  cognitive  re- 
training for  the  traumatically-brain- 
injured  patient.’  Finally,  while  the 
psychological  preparation  of  the  patient 
for  surgery  has  a long  tradition,56  keep- 
ing pace  with  new  technologies  has  led 
to  strategies  for  psychologically  prepar- 
ing patients  for  short-term  invasive  di- 
agnostic procedures,  such  as  heart  cath- 
eterization or  sigmoidoscopy.57,58 

Perhaps  a major  indication  of  Health 
Psychology's  current  level  of  sophisti- 
cation is  the  willingness  to  assess  not 
only  the  effectiveness  of  procedures, 
but  their  cost  effectiveness  as  well. 
There  are  now  studies— in  a variety  of 
settings,  from  medical  clinics  to  prepaid 
health  plans— which  are  cautiously  opti- 
mistic about  the  effects  of  health  psy- 
chology intervention  with  medical  pa- 
tients. In  general,  such  studies  show  an 
increase  in  the  appropriate  use  of  medi- 
cal services  (with  a decrease  in  the 
abuse  of  such  services)  and  decreases  in 
the  length  of  hospital  stays,  medication 
requirements,  ER  visits,  diagnostic 
services,  and  prescriptions.  These  de- 
creases save  money.59,60,61 

While  the  prospects  for  collaboration 
between  Health  Psychology  and  medi- 
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cine  are  good,  realistically,  there  are  ob- 
stacles to  integrating  any  two  disci- 
plines easily.22'30'62  There  are  many  areas 
of  potential  friction,  most  stemming 
from  the  traditionally  different  “cul- 
tures” of  training  and  practice  in  both 
psychology  and  medicine. 

It  has  been  noted  that  psychology 
has  been  slow,  if  not  neglectful,  in  re- 
sponding to  the  behavioral  needs  in 
medicine.7  Some  of  the  delay  has  been 
attributed  to  psychology’s  mental 
health  heritage.9'28  This  focus  has  had 
greater  ramifications  than  just  myopia 
for  potential  contributions,  however. 
This  heritage  and  psychology’s  tradi- 
tional association  with  psychiatry  led 
to  the  development  of  language,  con- 
cepts, and  approaches  which  are  often 
enigmatic  to  the  rest  of  medicine.  As 
has  been  observed,  there  will  be  “trou- 
ble in  any  community  when  a minority 
speaks  a special  language”  and  prob- 
lems are  increased  when  it  is  coupled 
with  “alien  concepts,  content  and  meth- 
ods.” Thus,  it  is  not  surprising  that  psy- 
chology and  psychiatry  have  been  met 
with  “downright  hostility,  amusement 
or  indifference  . . . from  practicing  phy- 
sicians.”62 It  is  the  very  essence  of  the 
Health  Psychology  perspective,  how- 
ever, to  break  from  the  tradition  with 
knowledge  and  techniques  appropriate 
to  medical  and  not  psychiatric  popula- 
tions. 

Psychologists  have  been  stereotyped 
by  the  medical  community.  The  stereo- 
type is  that  the  skills  of  psychologists 
are  limited  to  testing  and  psycho- 
diagnostic functions.6'  This  is  aligned 
with  a tendency  to  see  psychologists  as 
providing  only  explanations  of  behav- 
ior—often  vague  and  confusing,  if  not 
contradictory— rather  than  pragmatic 
interventions  or  information  useful  for 
medical  practice  and  problems.28  3035 
The  proponents  of  health  psychology 
have  recognized  this  and  urged  the  cur- 
rent reorientation. 

It  must  be  said,  in  the  strongest  pos- 
sible terms,  that  more  exploration  of 
such  typical,  descriptive  mental 
health  variables  is  not  what  is  needed 
in  the  category  of  health-related  psy- 
chologic and  psychosocial  research.28 
Perhaps  because  of  this  failure  to  dif- 
ferentiate themselves,  it  is  necessary  to 
suggest  that  health  psychologists  need 
to  be  distinguished  from  other  behav- 
ioral and  social  scientists.  One  crucial 
distinguishing  variable  is  that  Health 
Psychology  has  a focus  on  interven- 
tion,’8 and  the  interventions  are  not  nec- 
essarily restricted  to  psychotherapy.28 


That  psychology  has  attributes 
which  have  lead  to  the  latter  general- 
ized perception  by  medicine  cannot  be 
denied,  but  the  medical  culture  also  con- 
tributes impediments  to  closer  collabo- 
ration. It  has  been  suggested  that  there 
is  a significant  concern  about  medical 
colleges  becoming  trade  schools  where 
technical  skills  are  taught  to  the  exclu- 
sion or  minimization  of  ideas,  theories, 
research,  scholarship,  human  feelings, 
and  the  complexities  of  the  physical  and 
social  environment/2  Yet,  training  in 
the  relevant  psychosocial  aspects  of 
medicine  is  often  minimal,  haphazard, 
maligned,  or  simply  relegated  to  scraps 
of  time  in  the  early  nonclinical  years. 
Thus,  the  experience  of  many  physi- 
cians in  relation  to  psychology  and  psy- 
chiatry is  far  from  positive.  Such  atti- 
tudes are  hard  to  change. 

Additionally,  some  characteristics  of 
(or  to  use  the  behavioral  term,  contin- 
gencies on)  the  practice  of  medicine 
minimize  interest  in  the  psychological 
aspects.  These  are  some  of  the  same 
contingencies  which  make  it  hard  to  in- 
stitute a truly  preventive  perspective. 
Beyond  the  consideration  that  acute 
care  is  more  financially  rewarding  than 
long-term  involvement  or  prevention, 
issues  such  as  the  prestige,  the  drama, 
and  the  immediate  sense  of  accomplish- 
ment (i.e.,  the  reinforcements)  of  acute 
care  tend  to  make  it  more  interesting 

than  long-term  health  change  strate- 

• 28 

gies. 

A further  area  of  concern  is  the  train- 
ing received  by  psychologists,  specifi- 
cally in  regard  to  their  ability  to  under- 
stand the  medical  implications  of  a 
patient's  condition.  In  an  ironic  turn 
from  the  heavy  diagnostic  functions  of 
psychological  testing,  there  is  now  com- 
ment about  the  psychologist’s  pre- 
sumed nonrecognition  of  organically- 
based  behavioral  symptoms.  It  is,  of 
course,  one  goal  of  training  in  Health 
Psychology  to  help  psychologists  un- 
derstand the  medical  side  of  hypothy- 
roidism or  medication  side  effects.  At  a 
minimum,  we  know  we  sometimes  need 
to  seek  medical  advice.  Psychological 
interns  can  receive  training  in  a variety 
of  medical  settings,  including  psychiat- 
ric consultation/liaison  services.  Here 
they  can  be  responsible  for  patients  and 
become  familiar  with  medical  charts, 
medical  procedures,  and  differential  di- 
agnoses.6,1 

A final  concern  is  that  psychologists 
will  try  to  “practice  medicine”  or  usurp 
the  physician-patient  relationship  (or 
literally  the  patients  themselves).  Psy- 


chology, as  Health  Psychology,  will  re- 
main psychology;  as  behavioral  medi- 
cine, however,  it  seeks  a collaborative 
and  collegial  relationship  with  physi- 
cians. In  fact,  while  not  necessarily  rep- 
resentative of  all  training  philosophies 
in  Health  Psychology,  the  goal  of  train- 
ing at  one  of  the  premier  programs  is 
not  only  to  have  psychologists  perform 
interventions,  but  also  to  develop  and 
teach  such  approaches  to  health-care 
providers.68 

A prime  area  where  the  feeling  of  en- 
croachment often  materializes  is  that  of 
staff  privileges  for  psychologists.  While 
this  is  much  too  complex  an  area  to  be 
discussed  in  this  article,  it  might  simply 
be  noted  that  difficulties  with  privileges 
involve  “turf,  ego  and  status  quo, 
rather  than  crucial  issues  of  the  psy- 
chologists’ ability  to  act  as  profession- 
als.”5 

It  is  perhaps  time  to  seriously  recog- 
nize that  medicine  indeed  ultimately 
deals  with  behavior.’  To  this  end,  psy- 
chology can  have  much  to  contribute 
from  all  its  specialties.  For  example, 
physiological  psychology  through  relat- 
ing modifiable  behavior  to  bodily  proc- 
esses; social  psychology  through  the  ex- 
amination of  group  processes  that 
invite  or  resist  health  education  and 
practices;  educational  psychology 
through  health  curricula  and  methods 
for  enhancing  the  teaching,  learning, 
and  use  of  health  information;  and  orga- 
nizational psychology  through  methods 
to  emphasize  prevention  in  the  health- 
care system. ' 28  This  panorama  need  not 
be  a confusing  morass  to  medicine,  any- 
more: Health  Psychology  can  provide 
the  touchstone  of  relevance. 

While  the  potential  is  great,  caution 
is  still  in  order.  Caution  in  the  claims  of 
what  psychology  can  offer  medicine.12 
Caution  in  what  medicine  may  expect 
from  Health  Psychology.  Caution  in  rec- 
ognizing that  there  are  important  dif- 
ferences among  behavioral  scientists. 
Caution  in  understanding  what  Health 
Psychology  actually  constitutes  (i.e.,  it 
is  not  “wellness”  or  “holistic  health”). 
Caution  in  the  recognition  that  not  all 
psychologists  are  trained  in  Health 
Psychology.  With  these  caveats  in 
mind,  the  validity  of  the  following 
statement  may  increase  significantly, 
rapidly,  and  harmoniously: 

Because  they  look  at  a given  patient’s 
problems  from  a different  but  poten- 
tially complementary  perspective, 
psychologists  and  physicians  can  cre- 
ate health  partnerships  that  serve  to 
the  patient’s  advantage.59  □ 
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ALLEGHENY  COUNTY 

Rekha  Garg,  MD.  1526  Denniston,  Pittsburgh  15217 

Herbert  G Kunkel  Jr . MD,  Physical  Medicine/Rehabilitation,  1550  Fox  Chapel  Rd  , 
Pittsburgh  15238 

Richard  A.  Thott,  MD,  Ophthalmology,  230  Lothrop,  Si  , Pittsburgh  15213 

ARMSTRONG  COUNTY 

Pushpamala  P Reddy,  MD,  Nuclear  Medicine,  5 Foxwood  Dr . Pittsburgh  15238 

BLAIR  COUNTY 

John  C Chalfant,  MD,  Family  Practice,  117  Tenth  Ave  . Juniata,  Altoona  16601 

BRADFORD  COUNTY 

James  B.  McElligott,  MD,  Radiology,  3035  W Washington  St.,  Bradford  16701 

CAMBRIA  COUNTY 

Gopaldas  V Shah,  MD,  Internal  Medicine,  438  Devon  Dr,  Johnstown  15904 

CENTRE  COUNTY 

Stephen  Cooper,  MD,  Psychiatry,  RD  1,  Box  259,  Centre  Hall  16828 

Edward  R Prince,  MD,  Family  Practice,  1315  S,  Allen  St,,  Ste,  100.  State  College  16801 

Jeffrey  A Ratner,  MD,  Pulmonary  Diseases,  611  University  Dr.,  State  College  16801 

CHESTER  COUNTY 

John  S Foster,  MD,  Emergency  Medicine,  RD  2,  Box  418,  Phoenixville  19460 

CLEARFIELD  COUNTY 

James  P Davidson,  DO,  Family  Practice,  707  Turnpike  Ave  . Clearfield  16830 

DAUPHIN  COUNTY 

Mason  J.  Carp,  MD,  Obstetrics/Gynecology,  Harrisburg  Hosp  Dept  Obg  , Harrisburg 
17101 

John  R Houck  Jr  , MD,  Otolaryngology.  Hershey  Medical  Center,  Hershey  17033 
Jay  G Prensky.  MD,  Ophthalmology.  M S Hershey  Med  Ctr , Oph  . Hershey  17033 
Richard  Schreiber,  MD,  Internal  Medicine,  1106  Carlisle  Rd  . Camp  Hill  17011 

DELAWARE  COUNTY 

Hagop  L Derkrikorian,  MD,  Neurological  Surgery.  1 Belfield  Ave  . Havertown  19083 
Joseph  P McMenamin,  MD,  Internal  Medicine,  316  Richfield  Rd  , Upper  Darby  19082 
Thomas  J Renaldo,  DO,  General  Practice,  1295  N Providence  Rd  G-306,  Media  19063 
Richard  S Toof,  MD,  Internal  Medicine,  850  West  Chester  Pike,  Havertown  19083 

FAYETTE  COUNTY 

Richard  A Cook,  MD,  Family  Practice.  131  Eggleston  St.,  Umontown  15401 

LACKAWANNA  COUNTY 

Meena  B,  Desai,  MD.  Internal  Medicine.  334  Main  St  . Dickson  City  18519 
John  T Livecchi,  MD,  Ophthalmology.  401  Adams  Ave  , Suite  101,  Scranton  18510 
Bao-Kuen  Tuan,  MD,  Family  Practice,  414  Madison  Ave  , Scranton  18510 

LAWRENCE  COUNTY 

Surendra  R Patel,  MD,  Anesthesiology.  1107  Wilmington  Ave  , New  Castle  16101 

LUZERNE  COUNTY 

Kenneth  W,  McGill,  MD,  Family  Practice,  1004  Wyoming  Ave.,  Second  Floor,  Forty  Fort 
18704 

Louis  Spagnoletti,  MD,  Internal  Medicine,  127  Old  Short  Hills  Rd.,  West  Orange  07052 

MIFFLIN-JUNIATA  COUNTY 

Jill  A Miller,  MD,  Pediatrics,  3rd  & Highland  Ave  , Lewistown  17044 

James  R.  Naibert,  MD,  Family  Practice,  3rd  & Highland  Ave  , Lewistown  17044 

MONROE  COUNTY 

Yoon-Taek  Chun,  MD,  Pediatrics,  739  Milford  Rd  , East  Stroudsburg  18301 

MONTGOMERY  COUNTY 

Thomas  A Armstrong,  MD,  Ophthalmology,  331  N York  Rd  , Hatboro  19040 
Bonmta  K Buonocore,  MD,  Internal  Medicine,  2009  Spring  Valley  Rd  , Lansdale  19446 
Daniel  W Moore,  MD,  Neurological  Surgery,  1245  Highland  Ave  , Abington  19001 

MONTOUR  COUNTY 

Virginia  A Eddy,  MD,  General  Surgery,  Geismger  Medical  Center,  Danville  17822 
Frederick  R Maue.  MD,  Psychiatry,  Geisinger  Medical  Ctr . Danville  17822 
Robert  S Muscalus,  DO,  Family  Practice.  100  Huntington  Ave  . Danville  17821 

PHILADELPHIA  COUNTY 

Joseph  H Calhoun,  MD,  Ophthalmology,  9th  & Walnut  Sts  , Philadelphia  19107 

Rona  S Cohen.  MD,  Psychiatry.  2550  Creek  Rd  , Langhorne  19047 

Mahmood  Dadvand,  MD,  General  Practice,  333  North  Ave  , Apt  27-B,  Secane  19018 


Sharon  F.  Levy,  MD,  Pulmonary  Diseases,  5903  Greene  St.,  Philadelphia  19144 
Esther  J Nash,  MD,  Internal  Medicine,  3725  W Country  Club  Rd.,  Philadelphia  19131 
James  T.  Reinprecht,  MD,  Internal  Medicine,  124  Gilmore  Rd  , Havertown  19083 
Akkaraju  V.  N Sarma,  MD,  General  Practice,  315  Northwood  Ave  . Elkins  Park  19117 
David  L.  Smith,  MD,  Internal  Medicine,  4701  Pine  St.,  Apt  A-13,  Philadelphia  19143 
Kathleen  E.  Squires,  MD.  Internal  Medicine.  250  S 13th  St.,  Box  13,  Philadelphia  19107 
Clara  B Torban,  MD,  Physical  Medicine/Rehabilitation,  11035  Greiner  Rd  , Philadelphia 
19116 

SCHUYLKILL  COUNTY 

Yung-Wen  Wang,  MD,  Emergency  Medicine.  201  N Second  St.,  Girardville  17935 

VENANGO  COUNTY 

John  A Jupin,  MD,  Emergency  Medicine.  1605  W Second  St. , Oil  City  16301 

WESTMORELAND  COUNTY 

Joseph  A Kearney,  MD,  Diagnostic  Radiology.  545  Rugh  St.,  Greensburg  15601 

YORK  COUNTY 

John  V Hatala,  MD,  General  Practice,  424  Locust  St..  Wrightsville  17368 

STUDENTS 

Karl  M.  Ahlswede,  466  Leedom  St. . Jenkintown  19046 

Mark  E Alden,  2501  Woodland  Rd  , PO  Box  332,  Bryn  Athyn  19009 

Richard  J Applebaum,  4418  Spruce  St  , Apt  D-2,  Philadelphia  19104 

Evan  M Beckman.  4418  Spruce  St.,  Apt  D-2.  Philadelphia  19104 

Daniel  Bobrowski,  RD  1,  Box  74,  Wapwallopen  18660 

Greg  F.  Burke.  1000  Walnut  St.,  Apt  1203,  Philadelphia  19107 

Ian  L.  S Cassell,  263-A  Hermitage  St.,  Philadelphia  V9127 

Peter  D Cummings,  1000  Walnut  St.,  Philadelphia  19107 

Paul  G Curcillo,  12  Moredon  Place,  Philadelphia  19115 

James  L Dean,  2991  School  House  Lane.  Oak  34-E,  Philadelphia  19144 

John  F Erhart,  501  W Moreland  Ave  , Philadelphia  19118 

Susan  Etzi,  1000  Walnut  St.,  Apt  903,  Philadelphia  19107 

Frank  J E Falco,  1600  Sandy  Hill  Rd..  Norristown  19401 

Matthew  J Finnegan,  327  Llandrillo  Rd  . Bala  Cynwyd  19004 

James  H Flores  Jr . 3650  Chestnut  Street,  Box  0130,  Philadelphia  19104 

Howard  I Forman,  3024  W Queen  Lane,  Basement  Apt  Bldg  A,  Philadelphia  19129 

Jeffrey  D Forman,  325  N 15th  St.,  Apt  1501-A,  Philadelphia  19102 

Christine  R Gaskill.  9 Cyrpress  Lane,  Berwyn  19312 

Guy  G Glatz,  120  University  Manor,  Hershey  17033 

William  M Grieco.  317  S 11th  St  , Philadelphia  19107 

Santosh  Gupta,  5450  Wissahickon  Avenue  A-91,  Philadelphia  19144 

Gregory  E Herman,  1014  Clinton  St.,  Philadelphia  19107 

James  E Hormg-Rohan,  248  S 12th  St.,  Apt  A,  Philadelphia  19107 

Mady  Hornig-Rohan,  248  S.  12th  St  , Apr  A,  Philadelphia  19107 

Kathlyn  R.  Ignacio,  4140  Vaux  St.,  Philadelphia  19129 

Susan  E Koflanovich,  3026  W Queen  Lane,  Apt  B2C,  Philadelphia  19129 

Jodi  P Lerner,  2979  School  House  Lane,  Apt  5,  Philadelphia  19144 

Edward  K Leventhal.  3024  W Queen  Lane,  Basement  Apt  Bldg  A.  Philadelphia  19129 

John  R Leyendecker,  3650  Chestnut  St.,  Box  435,  Philadelphia  19104 

James  D Luketich,  5450  Wissahickon,  Apt  234,  Philadelphia  19144 

Scott  D Marlowe,  4000  Gypsy  Lane,  Apt  520,  Philadelphia  19144 

Gerald  B Parker,  Martin  Hall,  Rm  503,  201  S 11th  St.,  Philadelphia  19107 

Jerrold  S Polansky,  870  N 28th  St  , #204,  Philadelphia  19130 

William  R.  Prebola  Jr.,  1229  Spruce  St..  Apt  3-F,  Philadelphia  19107 

John  W Reynolds,  311  S 13th  St.,  Philadelphia  19107 

Jose  M Rivera,  3650  Chestnut  St.,  Box  244,  Philadelphia  19104 

Margaret  L Rodgers,  905  Lombard  St  , Philadelphia  19147 

Bruce  L Rollman.  1025  Spruce  St.,  Philadelphia  19107 

Janet  E Romano,  3120  School  House  Lane,  Apt  F-A1.  Philadelphia  19144 

Marc  S Russo,  313  S 10th  St.,  Philadelphia  19107 

Cynthia  A Sacharok,  201  S.  11th  St.,  Room  634,  Philadelphia  19061 

Scott  C.  Sessions.  7900-13  Stenton  Ave  , #105,  Philadelphia  19118 

Donald  M Seyfried,  828  Liberty  St.,  North  Catasauqua  18032 

Mark  J Shulkosky,  9767  Hilspach  St.,  Apt  A , Philadelphia  191 15 

Sae  H Sohn,  133  S Tenth  St.,  Philadelphia  19107 

Bruce  H Sokoloff,  700  W Matson  Run  Pkwy  . Wilmington  19802 

Albert  L Solomito,  3347  Conrad  St. , Philadelphia  19129 

Robert  N Staffen,  1118  Lombard  St.,  Apt  9,  Philadelphia  19147 

Gordon  K Stokes,  Orlowitz  #1712,  1000  Walnut  St.,  Philadelphia  19107 

Michael  L Sunday,  1000  Walnut  St.,  Philadelphia  19107 

Marianne  J.  Suprys,  5470  Vicaris  St.,  Philadelphia  19128 

Clinson  B Tan,  1000  Walnut  St  #1405,  Philadelphia  19107 

Stephanie  M Toy,  201  S.  11th  St.,  Box  5,  Philadelphia  19107 

John  M Travalme.  650  Hendren  St.,  Philadelphia  19128 

Edward  A Trott,  1506  Orlowitz,  1000  Walnut  St..  Philadelphia  19107 

Kathleen  D Uhl,  6002  Greene  St.,  Philadelphia  19144 

David  L Werlheim.  3309  Indian  Queen  Lane,  Philadelphia  19129 

James  C Wesdock,  21  Hamilton  Circle,  Philadelphia  19130 
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How  long  should  it  take  to  “cure”  chronic  schizophrenia?  How 
fast  can  a psychiatrist  move  a patient  along  a course  of  treatment  for 
psychosis  or  a personality  disorder? 

As  difficult  as  these  questions  are,  there  are  now  tremendous 
pressures  on  all  of  us  to  come  up  with  some  “quick”  answers.  To  ac- 
celerate treatment  and  shorten  the  length  of  stay  in  an  institution. 

At  Sheppard  Pratt,  we  are  responding  in  many  ways.  We  have 
created  special  care  units  where  we  can  focus  more  directly  on  patients’ 
problems.  We  are  developing  new  treatment  programs  that  will  result 
in  shorter  length  of  stay.  And,  through  our  continuing  education  pro- 
grams for  professionals,  we  provide  a forum  for  teaching  and  learning 
more  about  effective  new  techniques. 

But  there  is  a limit.  A speed  limit  dictated  not  by  any  government, 
not  by  third-party  resources  or  inclinations,  not  by  social  pressures, 
and  not  by  us. 

The  limit  is  dictated  by  the  patient’s  problem,  and  we  are  deter- 
mined to  follow  that  dictum.  We  will  continue  to  provide  intermediate 
to  long-term  care  of  the  highest  quality,  and  to  document  the  need  for 
such  care.  We  will  also  continue  to  seek  new  ways  to  attain  desired 
results  in  the  short  term.  By  pursuing  an  in-depth  ap- 
proach and  drawing  on  a broad  range  of  therapeutic 
resources,  we  help  people  return  to  health  and  inde- 
pendence as  quickly  as  is  practical. 

If  you  would  like  more  information  about  the 
Sheppard  Pratt  approach  to  psychiatric  care,  please 
contact:  Dr.  David  Waltos,  Director  of  Admissions, 

Sheppard  and  Enoch  Pratt  Hospital,  PQ  Box  6815,  ACTMPREIffiNS^^CENTER 
Baltimore,  Maryland  21204.  (301)  823-8200.  educaton^d'^'earch 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


Call  collect,  or  write  to  Major  C.  J.  Schuder: 


Medical  Procurement 
31  North  York  Road 
Hatboro,  PA  19040 
(215)  443-1702 


Federal  Bldg.,  #301 
1000  Liberty  Avenue 
Pittsburgh,  PA  15222 
(412)  644-4432 


NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  off  while  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group. 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call: 

412/741-3310 

JJgj  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


ORTHOPAEDIC  SURGEON 

Solo  practice  for  Board  certified  or  Board  eli- 
gible person.  Rural  environment  with  well 
equipped  hospital  capable  of  supporting  a 
broad  range  of  orthopedic  procedures.  Close  to 
both  recreational  sports  and  urban  amenities. 
Competitive  guarantees  available.  Please  send 
resume  to: 


Mr.  Merrill  A.  Frank 
Administrator 

Ira  Davenport  Memorial  Hospital 
Box  350 

Bath,  New  York  14810 
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PHYSICIANS  WANTED 


Pennsylvania  — Emergency  physician  system.  Needs  several 
fulltime  emergency  physicians  for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor  arrangements.  The  sys- 
tem is  on  a “fee-for-service”  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

NEEMA  Emergency  Medical  — a professional  association.  Emer- 
gency medicine  positions  available  with  emergency  physician  group 
in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and  throughout  New  England,  the 
Southeast,  and  the  Midwest,  including  all  suburban,  rural  and  metro- 
politan areas.  Fee-for-service  with  minimum  guarantee  provided.  Mal- 
practice paid.  Practice  credits  toward  board  certification.  Physicians 
department  directors  also  desired.  Please  send  resume  to:  NEEMA 
Emergency  Medical,  Suite  400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  (215)  925-351 1 in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligible.  Mental  hospital  in 
metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and  close 
to  Pocono  resort  area.  Good  salary  with  excellent  fringe  and  retire- 
ment benefits.  Pennsylvania  license  required.  Contact  Mrs.  Kathleen 
D.  Reese,  ACSW,  Superintendent,  Clarks  Summit  State  Hospital, 
Clarks  Summit,  Pennsylvania  18411;  (717)  586-2011. 

Ob/Gyn  Board  certified  minimum  3 years  experience  desired  to  join 
busy  Ob/Gyn  practice  in  Bucks  County,  Pennsylvania.  Please  send 
curriculum  vitae  to  Post  Office  Box  66,  Richboro,  PA  18954. 

OB-GYN  — Progressive  230-bed  hospital  needs  a partner  for  its  chief 
of  OB-GYN.  Opportunity  for  full  partnership  in  6 months.  Located  in 
city  of  1 00,(300  in  beautiful  Allegheny  Mountains  only  65  miles  east  of 
Pittsburgh.  Fine  family  community,  excellent  schools,  churches,  cul- 
tural and  recreational  opportunities.  Send  CV  to  Medical  Director, 
Mercy  Hospital,  Johnstown,  PA  15905  or  call  (814)  533-1915. 


Immediate  full-time  position  available  in  central  Pennsylvania  for 
personable,  American-trained  emergency  medicine  specialist.  Board 
certified  or  Board-prepared  candidates  preferred,  but  not  essential. 
Rural  hospital  located  20  miles  from  State  College.  Excellent  benefit 
package  and  competitive  salary.  Physicians  associated  with  large 
teaching  hospital.  Submit  CV  to  Administrator,  M.V.M.G.,  Three  Medi- 
cal Center  Drive,  Philipsburg,  PA  16866,  or  call  (814)  342-5402. 

Cardiologist  or  internist  with  special  interest  in  cardiology 
wanted  — private  practice  available  in  non-invasive  clinical  cardiol- 
ogy with  opportunity  for  supplemental  practice  in  internal  medicine 
for  Board-certified/eligible  physician  at  155-bed  hospital  in  central 
Pennsylvania  university  community.  Send  CV  to  Administrator,  Evan- 
gelical Community  Hospital,  Lewisburg,  PA  17837. 

Internist  — Unique  opportunity  for  the  right  person  to  join  a dynamic 
exciting  group  practice  in  Pittsburgh.  Excellent  salary  with  all  fringes. 
Partnership  available.  Please  send  CV  to  Department  986,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA  17043 

Emergency  Medicine  — Physician  needed  for  hospital  emergency 
department  and  freestanding  urgent  care  center.  Should  be  fully 
trained  in  family  practice  or  emergency  medicine.  ACLS/ATLS  de- 
sired, not  essential.  Medium  size  city  65  miles  east  of  Pittsburgh  in 
beautiful  Allegheny  Mountains.  Excellent  schools,  churches,  cultural 
and  recreational  activities.  Send  CV  to  Medical  Director,  Mercy  Hos- 
pital, Johnstown,  PA  15905  or  call  (814)  533-1915. 

Cardiologist  — Noninvasive  cardiologist  needed  for  staff  of  230-bed 
acute  care  community  hospital.  Opportunity  for  busy  practice  in  me- 
dium sized  city  65  miles  east  of  Pittsburgh  in  beautiful  Allegheny 
Mountains.  Excellent  schools,  churches,  cultural  and  recreational  ac- 
Continued 


PHYSICIAN 


Modern  350-bed  suburban  Philadelphia 
hospital  seeks  fulltime  board-eligible/board- 
certified  family  practitioner  or  internist  who 
is  licensed  in  the  State  of  Pennsylvania. 

You  would  be  providing  house  physician 
coverage  including  codes  and  emergencies. 
Numerous  benefits  with  competitive  salary. 
Beautiful  suburban  location  close  to  historic 
Philadelphia. 

Please  send  CV  to:  Medical  Director, 
Rolling  Hill  Hospital,  60  E.  Township  Line 
Rd.,  Elkins  Park,  PA  19117  (Montgomery 
County).  EOE,  M/F. 

ROLLING 
HILL 

HOSPITAL 

A Division  of  United  Hospitals,  Incorporated 


OUR  FAMILY 

NEEDS  QUALIFIED  PHYSICIANS 

MedStop,  the  national  franchise  of  con- 
venience clinics  developed  by  Medical  Net- 
works, Inc.,  is  looking  for  physicians  to  staff 
clinics  in  cities  throughout  the  U.S,  We  have  an 
immediate  need  for  physicians  in  Philadelphia. 
As  a MedStop  physician,  you'll  be  part  of  the 
fastest  growing  segment  of  the  healthcare  in- 
dustry today,  In  return  for  your  experience  in 
primary  care,  you'll  receive  excellent  compen- 
sation and  benefits,  no  administrative  hassle, 
fixed  hours,  diverse  case  mix,  and  the  potential 
for  personal  and  professional  growth. 

For  more  information  on  career  opportunities, 
call  or  write: 

Judy  A.  Withers,  R.N. 

Manager,  Physician  Recruiting 
333  North  Belt,  Suite  700 
Houston,  Texas  77060 
1-800-231-0223  (Outside  Texas) 
713-999-4353  (Texas) 
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tivities.  Send  CV  to  Medical  Director,  Mercy  Hospital,  Johnstown,  PA 
15905,  or  call  (814)  533-1915. 

Anterior  segment  fellowship  in  busy  private  practice  associated 
with  medical  college.  Intraocular  lens  implantation,  including  poste- 
rior chamber  and  anterior  chamber  lenses.  Extracapsular  and  pha- 
coemulsification techniques.  Argon  and  Yag  Laser.  Excellent  benefits 
plus  fringes.  Send  CV  and  career  objectives  to  Box  1 00,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Anterior  segment  surgeon— Fellowship  preferable,  Philadelphia 
suburbs,  to  join  established  surgical  practice  with  new  ambulatory 
facility.  Negotiable  salary  leading  to  partnership.  Reply  to  Box  104, 
Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Vitreoretinal  surgeon — Fellow  to  join  group  practice,  Philadelphia 
area,  ambulatory  surgical  center.  Excellent  benefits,  salary  and  part- 
nership negotiable.  Reply  to  Box  105,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Ocean  City  — Career  opportunities  for  Board  certified  internists  and 
family  practitioners  to  work  in  free  standing  clinic  in  coastal  MD.  Ex- 
cellent salary  and  malpractice  insurance  provided.  Please  send  CV  to 
Fern  Blum  at  6227  Executive  Blvd.,  Rockville,  MD  20852,  or  call  (301) 
984-0353. 

Emergency  physicians  — Emergency  medicine  opportunities  avail- 
able for  career  oriented  medical  directors  and  staff  physicians  li- 
censed in  MD  and/or  PA.  Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent  experience. 
Competitive  income  and  malpractice  insurance  provided.  Please 
send  CV  to  Fern  Blum  at  6227  Executive  Blvd.,  Rockville,  MD  10852 
or  call  (301)  984-0353. 

Retinal  specialist  to  join  busy  ophthalmologist  in  center  city  Philadel- 
phia. Part-time  associate.  Send  CV  to  Box  107,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  during  July  and  August,  for  children's  camp  located  at 
Beach  Lake,  PA,  accommodates  350  campers,  age  6-16;  complete 
modern  health  center,  2 RNs  in  attendance;  will  accept  one  MD  for 
each  month;  no  children  accepted  who  are  of  camp  age.  Camp  opens 
June  30  and  closes  August  24.  Private  room  and  facilities.  Write  to 


^^IHE  BLOOMSBURG  HOSPITAL 

BH 

■ 

Physicians  Needed 

Excellent  practice  opportunities  for  Board  eligible  or 
certified  Family  Medicine  Physicians  in  either  solo  or 
possible  group  practice  in  Bloomsburg,  Pennsylvania. 

Bloomsburg  is  ideally  located  in  east  central 
Pennsylvania  along  the  north  branch  of  the 
Susquehanna  River.  A beautiful  community  of 
moderate  size  with  excellent  recreational,  cultural, 
and  educational  facilities  creating  a superior  quality 
of  life.  Bloomsburg  is  the  county  seat;  home  of 
Bloomsburg  University;  and  gateway  to  the  Pocono 
vacation  land. 

Join  the  active  medical  staff  of  a 146-bed,  nonprofit, 
general  acute  care,  JCAH-accredited  hospital. 
Economic  and  administrative  program  available. 

Send  curriculum  vitae  in  confidence  to:  Donald  E. 
Chomiak,  Assistant  Administrator,  Bloomsburg 
Hospital,  Bloomsburg,  PA  17815;  or  telephone 
(717)  784-7121. 


Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  Street,  Brooklyn, 
NY  11201,  and  include  your  phone  number. 

Two  family  practice  physicians  wanted  to  join  expanding  primary 
care  group  in  northeastern  Pennsylvania.  Immediate  opening.  Salary 
and  fringe  benefits  competitive  and  liberal.  Rural  location.  Some  trav- 
eling involved.  Only  independent  and  hard  working  candidates  need 
apply.  Reply  to  Box  110,  Pennsylvania  Medicine.  20  Erford  Road,  Le- 
moyne, PA  17043. 

General/family  practitioners  — If  you  are  looking  for  an  opportunity 
to  be  in  the  forefront  of  medical  care,  practice  preventive  medicine, 
work  with  other  innovative  professionals,  and  earn  a comfortable  liv- 
ing in  pleasant  surroundings,  send  your  curriculum  vitae  to  Physician 
Placement,  Dept.  54.  An  equal  opportunity  employer.  CIGNA  Health- 
plans  of  California,  700  N.  Brand  Blvd.,  Ste.  500,  Glendale  CA 
91203. 

Physician  wanted  to  take  over  inner-city  practice,  Philadelphia,  PA. 
Reply  to  Box  115,  Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne 
PA  17043. 

Ob-Gyn,  BE/BC,  to  join  progressive  well  established  3 man  group  in 
central  PA  cosmopolitan  university  town  in  rural  setting.  Many  cultural 
and  recreational  opportunities;  excellent  school  system.  Office  facili- 
ties include  ultrasound  fetal  monitoring,  and  colposcopy.  Modern 
community  hospital  offers  birthing  center.  Excellent  salary  and  bene- 
fits leading  to  parity.  Reply:  Ob-Gyn  Group,  251  Easterly  Parkway, 
State  College,  PA  16801. 

Pennsylvania  — northwest:  Immediate  full-time  and  potential  direc- 
torship opportunity  available  in  attractive  location.  Hourly  salary,  flexi- 
ble scheduling,  malpractice  insurance  provided.  Locum  tenens  op- 
portunities also  available.  For  more  information  contact:  Emergency 
Consultants,  Inc.,  One  Wjndemere  Place,  Petoskey,  Ml  49770;  1-800- 
253-7092,  or  in  Michigan  1-800-632-9650. 

Internal  medicine  — Full-time  opportunities  available  for  Board  certi- 
fied or  Board  eligible  physicians  for  busy  inpatient  internal  medicine 
department  of  south  Florida  hospital.  Clinic  positions  also  available  in 
Tampa,  Palm  Beach,  and  Miami.  Send  CV  to  Fern  Blum,  EMSA,  8200 
W.  Sunrise  Blvd.,  Building  C.  Plantation,  Florida  33322  or  call  305- 
472-6922. 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices— we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You.” 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  

Bala  Cynwyd,  PA  19004  ■ 

(2 1 5)  667-8630  ~ ^ ■ 

A Division  of  jn3  ' ' 

Health  Care  Group 


Internist  wanted  to  join  rapidly  growing  solo  practice  in  northwest 
Philadelphia.  A commitment  to  the  primary  care  of  low  and  middle 
income  patients  is  desired.  This  is  a special  opportunity  for  a physi- 
cian seeking  traditional  private  practice  leading  to  early  partnership. 
Send  CV  to  Box  117,  Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne,  PA  17043. 

Family  practitioner  — We  are  a 43-bed,  rural  community  hospital  in 
a friendly,  southwestern  PA  town  seeking  a conscientious  and  caring 
family  practitioner  to  locate  nearby.  Qualified  individual  could  estab- 
lish a solo  practice  or  possibly  enter  a partnership  with  member  of  our 
staff.  We  will  provide  financial  support/guarantee.  Reply  to  Box  116, 
Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Cardiologist  — Board  eligible/certified  cardiologist  needed.  Should 
be  proficient  in  catheterization  and  implantation  of  permanent  and 
temporary  pacemakers.  Both  invasive  and  non-invasive  experience 
preferred.  For  information,  call  Donald  B.  Dawson,  Director  of  Physi- 
cian Staffing,  toll-free  at  1-800-446-2255;  in  California  call  1-800-336- 
2255.  For  opportunities  in  Utah  call  Maryalys  Poulson  collect  at  801- 
355-1234.  FHP  Professional  Staffing,  400  Oceangate  Blvd.,  Ste. 
1317,  Long  Beach,  CA  90802. 

Internist  — Board  eligible/certified  internist  needed.  Full  range  of  in 
hospital  and  outpatient  work  responsibilities.  For  information,  call 
Donald  B.  Dawson,  Director  of  Physician  Staffing,  toll-free  at  1-800- 
446-2255;  in  California  call  1-800-336-2255.  For  opportunities  in  Utah 
call  Maryalys  Poulson  collect  at  801-355-1234.  FHP  Professional 
Staffing,  400  Oceangate  Blvd.,  Ste.  1317,  Long  Beach,  CA  90802. 

Family  practitioner  — Outpatient  care  full-time  position  available  for 
residency  trained,  Board  eligible/Board  certified  family  practitioner  in- 
terested in  a position  involving  outpatient  care.  Pediatrics,  prenatal 
care,  adult  medicine,  orthopedics  and  minor  surgery  responsibilities 
are  available.  For  information,  call  Donald  B.  Dawson,  Director  of 
Physician  Staffing,  toll-free  at  1-800-446-2255;  in  California  call 
1-800-336-2255.  For  opportunities  in  Utah  call  Maryalys  Poulson  col- 
lect at  801-355-1234.  FHP  Professional  Staffing,  400  Oceangate 
Blvd.,  Ste.  1317,  Long  Beach,  CA  90802. 

Urologist  — Board  eligible/Board  certified  urologist  needed  for  busy 
surgical  practice.  Individual  should  have  both  adult  and  pediatric  ex- 
perience. For  information,  call  Donald  B.  Dawson,  Director  of  Physi- 
cian Staffing,  toll-free  at  1-800-446-2255;  in  California  call  1-800-336- 
2255.  For  opportunities  in  Utah,  call  Maryalys  Poulson  collect  at 
301-355-1234.  FHP  Professional  Staffing,  400  Oceangate  Blvd.,  Ste. 
1317,  Long  Beach,  CA  90802. 

FHP  is  seeking  an  orthopedic  surgeon  who  has  completed  or  is 
currently  involved  in  a total  arthroplasty  fellowship,  or  an  orthopedic 
surgeon  with  extensive  experience  in  total  joint  replacement  with  par- 
:icular  reference  to  revision  arthroplasty.  For  information,  call  Donald 
B.  Dawson,  Director  of  Physician  Staffing,  toll-free  at  1-800-446-2255; 
n California  call  1-800-336-2255.  For  opportunities  in  Utah  call  Ma- 
•yalys  Poulson  collect  at  801-355-1234.  FHP  Professional  Staffing, 
400  Oceangate  Blvd.,  Ste.  1317,  Long  Beach,  CA  90802. 

E.R.  physician  director  — Health  care  facility  seeks  to  hire  qualified 
E.R.  physician  to  direct  hospital  emergency  department  and  urgent 
care  center.  Excellent  salary  and  fringe  benefits.  Opportunity  to  use 
'clinical,  marketing,  and  management  skills  in  a competitive  environ- 
ment. Applicant  should  have  minimum  4 year  experience  in  emer- 


Classified  Advertising 

3ates:  $18  per  insertion  for  the  first  30  words  or  part  thereof; 
30  cents  for  each  additional  word;  $1 .50  per  insertion  for  a box 
lumber.  Payment  should  be  in  advance.  No  agency  commis- 
sion is  paid  on  classified  advertising. 

3ox  Numbers;  Advertisers  using  box  numbers  forbid  disclo- 
sure of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers,  but  no  information  can  be  revealed  by  the  pub- 
isher. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


I ' - 


3 strengths 


Gradual  Release 

L1PO-NICIN®(300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN*/250  mg 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

L1PO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  . . .10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  fo  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


A/ord  Count;  Count  as  one  word  all  single  words,  two  initials  of 
a name,  single  numbers  or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 


Write  for  literature  and  samples 

(BRcMEfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  PDBj 


Practice  Opportunities 

ALLERGY — Suburban  Philadelphia — fully  equipped, 
excellent  staff,  and  favorable  lease. 
ALLERGY/IMMUNOLOGY— Close  to  New  York 
City — good  opportunity  for  allergist/pediatrician. 

DERMATOLOGY — New  England — fine  practice  in 
growth  area. 

ENT— Pennsylvania— large,  fast-growing  practice.  All 
new  equipment. 

IM/RHEUMATOLOGY — Arizona — well-equipped 
practice  in  large  city. 

INTERNAL  MEDICINE— Two  practices  in 
Delaware — flexible  arrangements. 

OB/GYN — Texas — strong  finances.  Includes  large 
medical  building. 

PEDIATRICS — New  Jersey  near  NYC — very  successful 
practice. 

RADIOLOGY — Pennsylvania — large  well-equipped 
practice. 

For  more  information  on  these  opportunities  or  other 
practices  listed  on  the  First  Health  Multiple  Listing 
Network,  call  (215)  667-8630  or  send  your  curriculum 
vitae  to: 

Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  PA  19004 


gency  department.  Desirable  location  in  greater  Houston,  Texas 
area.  Send  curriculum  vitae  to  Administration,  PO.  Box  3144,  Pasa- 
dena, Texas  77506. 

Emergency  medicine  — Full  time  position  for  Board  certified/Board 
prepared  emergency  physician  with  residency  training  in  EM,  IM,  or 
FP  to  join  active  ED  with  over  23,000  annual  visits.  ACLS/ATLS / 
ACEP  preferred.  Excellent  community  environment,  home  of  Penn- 
sylvania State  University.  Competitive  salary  and  outstanding  bene- 
fits package.  Send  complete  CV  to  Thomas  P.  Bern,  MD,  Emergency 
Department,  Centre  Community  Hospital,  State  College,  PA  16803. 

POSITIONS  WANTED 

Radiologist,  experienced  in  ultrasound  and  interventional  angiogra- 
phy desires  new  full  time  opportunity  in  Pennsylvania  or  South  Jer- 
sey. Will  consider  part  time  offer.  Reply  to  Box  991 , Pennsylvania  Med- 
icine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Pediatrician  — University  trained,  Board  eligible,  3 years  private 
practice  experience  (NJ).  Wishes  to  relocate  for  better  opportunities. 
Hospital  or  Health  Organization  or  partnership  r otential  with  private 
practitioner.  Available  immediately.  Write  Box  113,  Pennsylvania  Medi- 
cine 20  Erford  Road,  Lemoyne,  PA  17043. 

General  Internist  who  is  Board  Certified  is  seeking  a hospital  based 
practice  in  Eastern  Pennsylvania.  I would  enjoy  the  opportunity  of 
teaching  in  formal  and  informal  settings.  Available  early  1985,  M.J. 
Mintzer,  M.D.,  1401  N.  Park  Road,  Hollywood,  Florida  33021  (305) 
987-7401. 

Endocrinologist,  ABIM  certified  1983,  experienced  with  fine-needle 
thyroid  aspiration,  seeking  clinical  position  in  endocrinology  and/or 
internal  medicine.  Available  7/85.  Prefer  Philadelphia  and  surround- 
ing area. 

Radiology  locum  tenens  work  wanted;  short  or  long  term  Well 
qualified  and  experienced.  Will  consider  all  situations.  Please  clip 
and  save  the  ad.  Please  reply  to  Box  118,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 


FOR  SALE 

Echocardiograph  M Mode  Matrix  Technica  excellent  quality.  Easy  to 
use,  portable.  Excellent  profit  center  for  internist  or  small  clinic. 
$6,000  or  best  offer.  Please  call  Mr.  Anoker  at  (412)  784-1091. 

For  sale  — Toshiba  Sonolayer-L  Model  SAL-20A,  Linear  Real-time 
Ultrasound  Unit.  Has  been  used  in  an  OB/GYN  office  only.  Pur- 
chased in  February,  1982.  Features:  13mm  3.5  mHz  transducer,  Al- 
phanumeric key  board,  portable  cart,  Polaroid  camera,  9 inch  TV. 
monitor.  Call  (215)  437-1931. 

Large  eye  clinic  and  surgi-center  available  at  once.  Surgical  bed 
capacity  for  major  surgery,  400  a year.  Capacity  for  minor  surgery, 
900.  Clinic  visit  capacity  about  18,000  a year.  1 Deluxe  living  quar- 
ters. Taking  bids.  Call:  215-423-4477. 

York  County,  PA  family  practice  of  deceased  physician  with  modern 
up-to-date  offices  and  residence  attached  for  sale;  containing  approx- 
imately 5 acres  of  land;  excellent  hospital  nearby;  owner  financing 
available.  Write  Department  114,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Medical  doctor’s  home,  office  combination  for  sale.  Two  car  ga- 
rage, alarm  systems.  Offices  completely  furnished.  Located  within 
Scranton,  PA.  Phone  (717)  344-1345  or  (717)  961-2794,  or  write  Mrs. 
Annette  Mangione,  1723  Wyoming  Avenue,  Scranton,  PA  18509. 

Established  internal  medicine  practice  for  sale  — Semi-rural  area, 
2 hours  from  Philadelphia,  Baltimore,  and  Washington,  DC.  Unique 
buy  out  opportunity.  Details  of  sale  provided  upon  request.  Contact: 
Edward  F.  Ouinn,  III,  MD,  or  Catherine  Messick,  800  North  duPont 
Highway,  Milford,  Delaware  19963.  Phone  (302)  422-3071. 

Equipment  for  sale  — Telephone  system.  Com  Key  416.  Common 
equipment  station,  two  basic  sets,  intercom,  expansion  capacity  tc 
4 lines.  Light  use,  one  year.  $1900.  B.R.  Port,  MD,  11  West  Mair 
Street,  Galeton,  PA  16922;  (814)  435-6517. 

For  sale  — Active  medical  practice  north  east  Philadelphia;  estab- 
lished and  honest  clients;  easy  access  to  city  highways  and  to  Nev\ 
Jersey;  terms  negotiable.  Reply  Box  981,  Pennsylvania  Medicine,  2C 
Erford  Road,  Lemoyne,  PA  17043. 


MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay.  No 
prepayment  penalties  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any  kind.  Physicians  Service 
Assn.,  Atlanta,  GA.  Toll  free  (800)  241-6905. 

Preparing  to  publish?  We  can  provide  literature  searches,  writing, 
editing,  proofreading,  and  foreign-language  translation  to  help  you 
prepare  journal  articles  and  other  texts.  Robert  P.  Hand  (215)  543- 
7246. 

Medical  practice  sales  and  appraisals— We  specialize  in  the  valua- 
tion and  selling  of  medical  practices.  If  interested  in  buying  or  selling 
a medical  practice,  contact  our  Brokerage  Division  at  The  Health 
Care  Group,  400  GSB  Building,  Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

Superbill  for  internal  medicine  — My  format  is  a winner  and  will 
save  you  time  and  money.  It  incorporates  the  1/1/85  HCPCS  revi- 
sions. A copy  is  yours  for  5 dollars.  Also  available  is  my  highly  suc- 
cessful Patient  Information  Pamphlet  For  Internal  Medicine  for  5 dol- 
lars. Or,  send  8 dollars  for  both.  Eli  Goodman,  MD,  188  North  Main 
Street,  Doylestown,  PA  18901. 

CME 

1985  CME  Cruise/Conference  on  selected  medical  topics  — Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PRA)  & AAFP 
prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on  Ca- 
ribbean, Mexican  and  Alaskan  cruises.  Excellent  group  fares  on  fin- 
est ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  NY  11746  (516)  549-0869. 
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Valium  * (diazepam  Roche)  (K  Tablets 
Valrelease ' (diazepam/Roche)  (£ 
slow-release  Capsules 
Injectable  Valium*  (diazepam/Roche)  @ 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disor- 
ders. or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by 
upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable form  may  also  be 
used  adjunctively  in:  status  epilepticus;  severe 
recurrent  seizures:  tetanus;  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 

The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age;  known  hypersen- 
sitivity; acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use.  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant- 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients:  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion: abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis,  local  irritation, 
swelling  and.  rarely,  vascular  impairment 
when  used  I.V.:  inject  slowly,  taking  at  least 
one  minute  for  each  5 mg  1 1 ml I given : do  not 
use  small  veins,  i.e.,  dorsum  of  hand  or 
wrist:  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Injectable  Valium  directly  I.V.. 
it  may  be  injected  slowly  through  the  infu - 
| sion  tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 

I arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3.  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Valium  * (diazepam/Roche) 

Valrelease*  (diazepam/Roche) 

Injectable  Valium*  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence:  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e.,  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function:  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  2 Vi  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated!. 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE;  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEC  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia. cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets,  2 to 
10  mg  b.i.d.  to  q.i.d.;or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets.  2 to 
10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets.  2 to  10  mg  b.i.d.  to  q.i.d.: 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2V2  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2>/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium*  (diazepam/Roche) 

Valrelease*  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 
Capsules— 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I V. , 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below: 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  (1  ml/  given.  Do  not  use 
small  veins,  i.e. . dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask.  If  it  is  not  feasi- 
ble to  administer  Valium  directly  I.V..  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M.  or  I.V.,  and  severe  anxi- 
ety disorders  and  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  I.V. , repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal.  10  mg  I.M.  or 
I.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults.  5 to  10 
mg  I.M.  or  I.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  dosesl;  in  children  administer  I.V. 
slowly:  for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  I.V.,  repeat  every  3 to  4 
hours  if  necessary;  in  children  5 years  or 
older,  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epilepticus,  severe  recurrent  convul- 
sive seizures  (I.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maxT- 
mum.  Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every  2 
to  5 min. . up  to  5 mg  (I.V.  preferred).  Children 

5 years  plus.  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  I.V.  preferred);  repeat  in  2 to  4 
hours  if  needed  EEC  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I.V  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure;  if  I.V. 
cannot  be  used.  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication,  10  mg  I.M.;  in  cardioversion, 

5 to  15  mg  I.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure;  employ  general  supportive 
measures.  I.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 

Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  "V"  design— 2 mg.  white;  5 mg,  yellow;  10  mg, 
blue— bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose® 
packages  of  100.  available  in  boxes  of  4 reverse- 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease,  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100;  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls,  2 ml.  boxes  of  10;  Vials, 

10  ml.  boxes  of  1 and  10  : Tel-E-Ject®  (disposable 
syringes),  2 ml,  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol.  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


Ex  vivo  animal  brain  studies  demonstrate: 

Rapidly  bound  and  unbound 


Valium  (diazepam/Roche)  I.V. 
bound  to  receptor  at  30  seconds 
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Highest  concentrations  of 
occupied  binding  sites  after 
Valium  I.V.  administration 
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Receptors  not  occupied 
by  injected  Valium 


The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 


A summary  of  product  information  on 
Valium  appears  on  reverse  side. 
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2 mg  5 mg  10  mg 


The  cut  out  “V"  design  is  a 
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Animal  studies  demonstrated: 


Valium  (diazepam/Rocht 

brain  receptor  site: 
duration  tnan  that 


Valium  (diazepam/Roche)  I.V.: 
bound  to  receptor  at  30  seconds 


Lorazepam  (I.V): 
not  yet  bound  at  30  seconds 


Control 


Receptor  occupancy  may 
be  more  relevant  than 
plasma  half-life  in  defining 
duration  of  action 


The  experiments: 

At  varying  times  after  dosing  with  I.V.  diazepam 
or  I.V.  lorazepam,  experimental  rats  were  sacri- 
ficed and  their  brain  tissues  subjected  to  bind- 
ing assays  and  autoradiography. 


The  question 
under  investigation: 

Why  does  lorazepam  (I.V.),  with  its  intermedi- 
ate elimination  half-life,  evoke  a longer  period 
of  amnesia  and  sedation  than  Valium 
(diazepam/Roche),  which  has  a longer  plasma 
half-life? 

The  postulate: 

Lorazepam  binds  more  tightly  than  diazepam 
to  central  benzodiazepine  receptors — and 
remains  bound  longer. 


EX  VIVO  RECEPTOR  BINDING  PROFILE 


5 10  15  20  25  30  35  40  45  50  55  60 


MINUTES  POST-DRUG 
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occupancy  of 

vas  fester  and  of  shorter 

}f  lorazepam* 


The  results: 

Diazepam  receptor  occupancy  peaked  at  30 
seconds  after  dosing  and  returned  to  baseline 
n 60  minutes.  Peak  lorazepam  receptor  occu- 
pancy did  not  occur  until  10  minutes  after 
dosing  and  continued  to  be  strongly  in  evi- 
dence after  60  minutes,  with  45%  occupancy 
till  being  observed. 


The  exact  nature  of  the  correlation 
between  benzodiazepine  binding  sites  and 
receptors  in  relation  to  clinical  effect  is  still 
being  defined.  Considerable  evidence  sup- 
ports the  correlation.  Although  these  animal 
results  are  consistent  with  clinical  experience 
concerning  relative  duration  of  action,  direct 
human  data  on  receptor  binding  and  human 
effects  are  still  under  investigation. 


VALIUM® 

diazepam/Roche 

L 2-mg,  5-mg,  10-mg  scored  tablets 
2-ml  ready-to-use  Tel-E-Ject®  disposable  syringes  n _ , , 

2-ml  ampuls,  10-ml  vials  _T  ^ 

n the  forefront  of  neuroreceptor  research 

Data  on  file,  Hoffmann-La  Roche  Inc  , Nutley,  NJ 
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Please  see  next  page  for  summary  of  product  information. 
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Valium®  (diazepam/Roche)®  Tablets 

Valrelease®  (diazepam/Roche)®  slow-release  Capsules 

Injectable  Valium®  (diazepam/Roche)® 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms  of 
anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic  relief  of  acute  agitation, 
tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome  Oral  forms  may  be  used  adjunctively  in  convulsive  disorders, 
but  not  as  sole  therapy  Injectable  form  may  also  be  used  adjunctively  in:  status 
epilepticus;  severe  recurrent  seizures,  tetanus,  anxiety,  tension  or  acute  stress  reac 
tions  prior  to  endoscopic/surgical  procedures,  cardioversion 
The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies  The  physician  should  periodically 
reassess  the  usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age,  known 
hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg . operating  machinery,  driving)  With 
drawal  symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and  exces- 
sive doses  Infrequently,  milder  withdrawal  symptoms  have  been  reported  follow- 
ing abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several  months.  After  extended  therapy,  grad- 
ually taper  dosage  Keep  addiction-prone  individuals  (drug  addicts  or  alcoholics) 
under  careful  surveillance  because  of  predisposition  to  habituation/dependence 
Usage  in  Pregnancy  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in  lieu  of 
appropriate  treatment  When  using  oral  forms  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increase  in  dosage  of  standard  anticonvulsant  medication,  abrupt  with- 
drawal in  such  cases  may  be  associated  with  temporary  increase  in  frequency  and/ 
or  severity  of  seizures 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I V inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (I  ml)  given;  do  not  use  small  veins,  i.e.,  dorsum 
of  band  or  wrist,  use  extreme  care  to  avoid  intraarterial  administration  or  extrav 
asation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or  infusion 
flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it  may  be 
injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available  When  used  with  nar- 
cotic analgesic  eliminate  or  reduce  narcotic  dosage  at  least  V\  administer  in  small 
increments  Should  not  be  administered  to  patients  in  shock,  coma,  acute  alco- 
holic intoxication  with  depression  of  vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes)  to 
avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  minutes  If  no 
relief  after  third  administration,  appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu 
rates,  MAO  inhibitors  and  antidepressants  Protective  measures  indicated  in  highly 
anxious  patients  with  accompanying  depression  who  may  liave  suicidal  tendencies 
Observe  usual  precautions  in  impaired  hepatic  function,  avoid  accumulation  in 
patients  with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (initially  2 to 
2Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed  and  tolerated) 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration  The  clinical  significance  of 
this  is  unclear 

injectable  Although  promptly  controlled,  seizures  may  return;  readminister  if  nec- 
essary; not  recommended  for  long-term  maintenance  therapy  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available  Hypotension  or  mus- 
cular weakness  possible,  particularly  when  used  with  narcotics,  barbiturates  or 
alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated 
Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipation,  depression, 
diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice,  changes  in 
libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo,  blurred  vision  Paradoxical  reactions  such  as  acute  hyperexcited 


Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances and  stimulation  have  been  reported;  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  function  tests  advisable  during  long-term  therapy  Minor  changes  in  EEG  pat- 
terns, usually  low-voltage  fast  activity,  observed  in  patients  during  and  after  diaze- 
pam therapy  are  of  no  known  significance 

injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported 
Dosage:  Individualize  for  maximum  beneficial  effect 

oral  Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  tablets.  2 to 
10  mg  b i d to  q.i.d , or  1 or  2 Valrelease  capsules  (15  to  30  mg)  daily.  Acute  alcohol 
withdrawal — tablets.  10  mg  t.i.d  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d  or  q.i.d. 
as  needed;  or  2 capsules  ( 30  mg)  the  first  24  hours,  then  1 capsule  (15  mg)  daily  as 
needed  Adjunctively  in  skeletal  muscle  spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily  Adjunctively  in  convulsive  disorders — 
tablets.  2 to  10  mg  b i d to  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once  daily 
Geriatric  or  debilitated  patients  Tablets — 2 to  2Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions)  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Vffium  has  been  determined  as  the  optimal  daily  dose 
Children  Tablets — 1 to  2Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months)  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months). 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I V, 
depending  on  indication  and  severity.  Larger  doses  may  be  required  in  some  con- 
ditions (tetanus).  In  acute  conditions  injection  may  be  repeated  within  1 hour, 
although  interval  of  3 to  4 hours  is  usually  satisfactory  Lower  doses  (usually  2 to 
5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients  and  when  seda- 
tive drugs  are  added  (See  Warnings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities  available 
IM  use  by  deep  injection  into  the  muscle 

I V use  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given  Do  not 
use  small  veins,  i.e  , dorsum  of  hand  or  wrist  Use  extreme  care  to  avoid  infra 
arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  uitb  other 
solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to  administer 
Valium  directly  IV,  it  may  be  injected  slowly  through  the  infusion  tubing  as  close 
as  possible  to  the  vein  insertion 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M  or  l.V,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M  or  I V,  repeat  in 
3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M  or  I V initially,  then 
5 to  10  mg  in  3 to  4 hours  if  necessary  Muscle  spasm,  in  adults.  5 to  10  mg  I.M  or 
I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may  require  larger 
doses);  in  children  administer  / V slowly,  for  tetanus  in  infants  over  30  days  of  age. 

1 to  2 mg  I.M  or  I V,  repeat  every  3 to  4 hours  if  necessary,  in  children  5 years  or 
older,  5 to  10  mg  repeated  every  3 to  4 hours  as  needed.  Respiratory  assistance 
should  be  available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (I  V route  preferred),  5 to 
10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up  to 
30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possibility 
of  residual  active  metabolites  Use  caution  in  presence  of  chronic  lung  disease  or 
unstable  cardiovascular  status  Infants  (over  30  days)  and  children  (under  5 years), 

0 2 to  0 5 mg  slowly  every  2 to  5 min  , up  to  5 mg  (I  V preferred)  Children  5 years 
plus,  1 mg  every  2 to  5 min  , up  to  10  mg  (slow  IV  preferred);  repeat  in  2 to  4 
hours  if  needed  EEG  monitoring  may  be  helpful 

In  endoscopic  procedures,  titrate  IV  dosage  to  desired  sedative  response,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior 
to  procedure;  if  l.V  cannot  be  used,  5 to  10  mg  I.M  approximately  30  minutes 
prior  to  procedure  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  IV  within  5 to  10  minutes  prior  to  procedure  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on  oral 
form  if  further  treatment  is  required 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion,  coma, 
diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure;  employ  general 
supportive  measures,  I V fluids,  adequate  airway.  Use  levarterenol  or  metaraminol 
for  hypotension  Dialysis  is  of  limited  value 
How  Supplied: 

oral  Valium  round,  scored  tablets  with  a cut  out  “V"  design — 2 mg,  white;  5 mg, 
yellow,  10  mg,  blue — bottles  of  100  and  500;  Prescription  Paks  of  50,  available  in 
trays  of  10  Tel-E-Dose®  packages  of  100,  available  in  boxes  of  4 reverse-numbered 
cards  of  25,  and  in  boxes  containing  10  strips  of  10 
Vftlrelease  slow-release  capsules — 15  mg  (yellow  and  blue),  bottles  of  100; 
Prescription  Paks  of  30 

injectable  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1,  Tel-E-Ject®  (dispos- 
able syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam,  compounded 
with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic 
acid  as  buffers,  and  15%  benzyl  alcohol  as  preservative 
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When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 


There  are  doctors  who  say  that  generic  drugs  have  a place  in  their 
practice— but  not  necessarily  in  the  treatment  of  serious  or  potentially 
life-threatening  disease.  And  when  they  consider  that  the  average 
patient  pays  only  about  45  <t  a day  for  INDERAL  (propranolol  HC1) 
Tablets,  there’s  not  much  left  to  discuss. 

When  it’s  INDERAL  Tablets  you  want  for  the  treatment  of  hyperten- 
sion, angina,  arrhythmias,  or  post-MI  patients,  make  sure  you  specify 
“Dispense  As  Written”  (DjW),  “Do  Not  Substitute,”  or  whatever  is 
required  in  your  State.  That  way,  you’ll  know  exactly  what  your 
patients  will  get. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


INDERAL 


Tablets 


BRAND  OF  FWPRANOUOL  HCI 

Small  price  to  pay. 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 


INDERAL 

BRAND  OF  PROPRANOLOL  HCI 


10  mg  20  mg  40  mg  60  mg  80  mg  90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULAR.) 
INDERAL  (propranolol  hydrochloride)  Tablets 

CONTRAINDICATIONS 

INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
lirst  degree  block.  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  lo  a tachyarrhythmia  treatable  with  INDERAL 

WARNINGS 

CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensaled  and  are  receiving  digitalis  and  diuretics.  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 
IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  rgradually.  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e  g.,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  It  may  block  bronchodilation  produced 
by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  mapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL.  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamine  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension  Difficulty  in 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA.  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult 
to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function 
tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS 

General:  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 


Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  (propranolol  hydrochloride)  may  interfere  with  the  glaucoma  ' 
screening  test  Withdrawal  may  lead  to  a return  of  increased  intraocular  pressure 
Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dos-j 
age  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  I 
attributable  to  Ihe  drug. 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  amma 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should 
be  used  during  pregnancy  only  if  Ihe  potential  benefit  |ustifies  Ihe  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  o 
therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System.  Lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm. 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  con|unctivae  reported  for  a beta  blocker  (practo- 
lol)  have  not  been  associated  with  propranolol 

•The  appearance  of  INDERAL  tablets  is  a registered  trademark  of  Ayerst  Laboratories 
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Are  you 

afraid  of  computer 
technology? 

■Keystone 
I Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


P.O.  Box  8075,  Camp  Hill,  PA  17011 
(717)  975-7154 


One  of  today’s  more  common  maladies  is 
“computer  phobia”  — an  affliction  striking  all 
people  who,  for  the  first  time,  consider  the 
prospects  of  using  an  office  computer. 

At  Keystone  Technologies,  we  know  that  fear  exists.  We  know 
the  concern  you  face.  We  know  your  questions  and  want  to  help  you 
with  the  answers.  Take  a moment  to  see  if  these  questions  are 
familiar: 

□ 1.  Who  will  train  me,  and  do  I need  to  know  computer  terminology? 

□ 2.  How  long  does  it  take  to  learn  to  use  computers? 

□ 3.  How  will  a computer  affect  the  personalized  atmosphere  of  a doctor’s  office? 

□ 4.  Could  I erase  all  of  my  computerized  patient  files  with  an  accident  or  by 

touching  the  wrong  key? 

□ 5.  Will  I need  my  ledger  card/pegboard  system  as  a paper  backup  system? 

□ 6.  Who  do  I call  if  I have  a problem? 

□ 7.  How  will  I know  that  the  claims  I electronically  transmit  are  received? 

□ 8.  Why  should  I computerize  when  I’m  getting  along  now  without  one? 

If  you’ve  asked  yourself  these  same  questions,  Keystone  Technologies  has 
answers  for  you.  We  have  simple  solutions  and  can  eliminate  computer  phobia. 

Call,  or  send  the  attached  card.  We’ll  be  happy  to  discuss  your  problems,  your 
fears  and  your  opportunities  to  streamline  your  office  operations. 

I Keystone 
■Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 

P.O.  Box  8075,  Camp  Hill,  PA  17011 
(717)  975-7154 
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PMS  TESTIFIES  AT  HEARING 
ON  MEDICAL  PRACTICE  ACT 


GOVERNMENT  ORDERS 
PEER  REVIEW  CHANGES 


PUBLIC  RELATIONS  PLAN 
WINS  BOARD  APPROVAL 


MALPRACTICE  INSURERS 
FILE  FOR  INCREASES 


TRAUMA  FOUNDATION 
SCHEDULES  HEARINGS 


Calling  for  a modernization  of  the  Medical  Practice  Act  of  1974, 
Eugene  W.  Herron,  MD,  testified  for  PMS  at  a public  hearing  March 
20  on  the  sunset  of  the  State  Board  of  Medical  Education  and 
Licensure.  A member  of  the  Society’s  Task  Force  on  the  Medical 
Practice  Act,  Dr.  Herron  appared  before  the  Senate  Consumer 
Protection  and  Professional  Licensure  Committee.  The  Westmoreland 
County  family  physician  said  the  Medical  Practice  Act  should  not  be 
reenacted  as  is,  but  should  be  rewritten  to  reflect  current  practice 
standards,  with  new  sections  to  define  and  regulate  appropriate 
medical  practice  and  to  unify  provisions  dealing  with  the  licensure 
of  physicians  and  the  certification  of  other  practitioners.  Dr.  Herron 
emphasized  the  Society’s  longstanding  position  that  the  medical 
board  must  have  increased  power  to  discipline  those  under  its 
authority,  including  summary  suspension  powers. 

The  Pennsylvania  Peer  Review  Organization  (PaPRO)  has  been  put  on 
notice  that  unless  it  solves  its  performance  problems  quickly,  the 
Health  Care  Financing  Administration  (HCFA)  will  terminate  its 
contract.  The  late  March  notice  announced  termination  of  the 
contract  within  90  days.  Philip  Nathanson,  director  of  HCFA’s 
Bureau  of  Health  Standards  and  Quality,  said  PaPRO  might  stay  the 
termination  if  it  does  the  following: 

* Review  the  entire  backlog  of  unreviewed  claims  (approximately 
53,000)  within  the  next  12  weeks. 

* Present  for  HCFA’s  approval  all  proposed  subcontractor  agreements. 

* Outline  how  it  intends  to  validate  the  quality  of  subcontractors’ 
work,  control  and  adhere  to  requirements  for  confidentiality  of 
medical  records,  and  eliminate  conflict  of  interest  when  employing 
and  assigning  personnel. 

A comprehensive,  three-year  public  relations  program  was  approved 
in  concept  at  the  March  20  meeting  of  the  PMS  Board  of  Trustees. 
The  plan  will  be  explained  at  the  Society’s  Leadership  Conference, 
April  17-18,  at  Hershey  Lodge  and  Convention  Center.  The  program 
also  must  be  approved  by  the  PMS  House  of  Delegates  at  its  annual 
meeting  next  October  in  Philadelphia.  The  Board  of  Trustees 
authorized  a survey  of  all  members  to  determine  their  opinion,  and 
asked  the  Finance  Committee  to  investigate  methods  of  funding. 
Irving  Williams  III,  MD,  Lewisburg,  chairman  of  the  ad  hoc 
committee  on  public  relations,  presented  the  plan  to  the  Board. 

Two  professional  liability  insurers  have  filed  for  premium  increases, 
and  a third  premium  increase  request  has  been  granted  in  recent 
Insurance  Department  activity.  St.  Paul’s  medical  services  division, 
whose  filing  was  published  December  7,  1984  in  the  Pennsylvania 
Bulletin,  was  granted  a 30  percent  overall  increase,  effective  May  15. 
The  Insurance  Services  Office,  Inc.  (ISO)  and  the  Physicians 
Professional  Insurance  Exchange  (PIE)  both  requested  premium 
increases  in  recent  weeks.  The  ISO  filing  asks  a 36.8  percent  overall 
increase  in  premiums;  the  PIE  filing  is  for  33  percent  overall. 

Three  public  hearings  are  scheduled  this  month  on  standards  for 
accreditation  of  trauma  centers  in  Pennsylvania.  The  Pennsylvania 
Trauma  System  Foundation,  which  was  established  last  fall  and 
incorporated  February  22,  will  conduct  hearings  in  Harrisburg  on 
April  18,  Pittsburgh  on  April  24,  and  Philadelphia  on  a date  to  be 
announced. 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consul!  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor  * (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  tDiplococcus  pneumoniae),  Haemoph 
ilus  mttueniae  and  S pyogenes  igroup  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Climtest' 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor,  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18  0 20.  0 21  and  0 16  mcg/ml  at  two 
three  tour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  lor  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor’  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 
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Additional  information  available  lo 
the  profession  on  reouest  Rom 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina.  Puerto  Rico  00630 


“Why  your 
investments 
aren’t  as  successful 
as  you  are.” 
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Face  it.  Few  problems 
are  as  complex  as  the 
management  of  your 
practice,  money  and 
taxes.  And  few  health 
care  practitioners  have 
the  extensive  specialized  expertise 
necessary  for  success  in  precisely 
these  disciplines.  Expertise  which 
is  vital  to  achieving  financial 
growth,  and,  ultimately,  independence. 

As  one  of  the  health  care  practitioners  who  has  been 
fortunate  enough  to  gain  these  crucial  financial  skills,  I’d 
like  to  share  a few  observations  on  why  so  many 
otherwise  successful  practitioners  don’t  have  similar 
success  when  it  comes  to  their  investments. 

Strategies  to  make  your  earnings  grow 

\ successful  practice  alone  is  not  enough  to  guarantee  your 
financial  independence.  That  requires  a careful  balance  of 
prudent,  disciplined  tax  planning  and  professional  manage- 
ment of  your  retirement  assets. 

Too  many  of  you  have  relied  far  too  much  on  the  stock 
market... and  paid  the  price  for  its  unpredictability.  Why 
assume  such  risk-when  you  can  pursue  a conservative,  non- 
stock market  approach  that  provides  for  a reliable,  real  rate 
^f  return?  A diversified  portfolio  based  on  short-term  guar- 
anteed investment  vehicles,  as  well  as  real  estate  invest- 
ments designed  specifically  for  retirement  plans,  can 
patisfy  both  your  immediate  and  future  financial  needs. 

Call  in  the  right  professionals  now 

Deciding  how  to  invest  isn’t  easy.  Financial  strategies 
present  a complex  picture-but  the  right  professionals  can 
help  you  focus  in  on  the  best  solutions  for  you.  I’ve  compiled 
‘25  Investment  Pitfalls  and  How  the  Health  Care  Practitioner 
!Can  Avoid  Them.”  Your  phone  call  or  coupon  will  bring  these 
valuable  insights  free  of  charge-and  start  you  on  the  path 


By  Dr.  S.R.  Sarantos 


to  making  more  of  what  you  earn  with  the 
help  of  our  team  of  qualified  specialists. 
So  call  me,  or  my  colleague,  Jay 
Cruice,  Certified  Financial  Planner, 
today.  Whatever  your  concerns- 
practice  evaluation,  investment 
counseling,  or  any  other  aspect  of 
personal  financial  planning-one 
firm  does  have  the  financial 
solutions  for  the  health  care 
practitioner... Sarantos  & Company. 


Sarantos  & Company,  Inc. 

Registered  investment  advisors 

800-223-0164  201-539-4000 

“Total  financial  planning  for  the  health  care  practitioner * 

Mail  Sarantos  & Company,  Inc. 

To:  240  Cedar  Knolls  Road 

Cedar  Knolls,  N.J.  07927-9990 


[?f  YES,  send  me  my  free  copy  of: 

“25  Investment  Pitfalls  and  How  the  Health 
Care  Practitioner  Can  Avoid  Them.” 

Also  send  me  information  on: 

□ Personal  Financial  Planning 

□ Investment  Management  for  Retirement  Plans 


Name. 


Address. 
City 


. State. 


Phone:  Office  ( 

PM-485 


. Home  ( 


. Zip_ 
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editorial 


Physicians  in  the  world  of  databases 


It  has  been  said  that  Americans  have  a deep 
and  abiding  love  affair  with  the  automobile. 
While  cars  still  remain  in  very  high  esteem,  it 
appears  that  the  newest  fling  is  electronic 
gadgetry,  specifically  computers.  The  esti- 
mates are  that  about  five  million  video  display 
terminals  (VDT)  are  in  use  in  the  United 
States.  By  1985,  commercial  VDTs  may  num- 
ber ten  million.  Computerized  data  manage- 
ment has  become  an  everpresent  part  of  mod- 
ern business.  Newspapers  and  publishers, 
airlines  and  travel  agents,  insurance  compa- 
nies, large  corporations  and  small  businesses, 
libraries,  hospitals  and  medical  offices  have  in- 
stalled computers  to  aid  in  the  management  of 
large  volumes  of  information  both  quickly  and 
accurately. 

One  of  the  first  places  in  the  medical  field  to 
utilize  computer  capabilities  was  the  National 
Library  of  Medicine  (NLM).  Since  1966  Index 
Medicus,  based  on  NLM’s  computerized  Medi- 
cal Literature  Analysis  and  Retrieved  System 
(MEDLARS),  has  provided  the  key  to  access  of 
medical  information.  In  1971,  MEDLARS  on- 
line (MEDLINE)  became  available  and  the  sys- 
tem has  continued  to  expand  and  improve  since 
then.  Now  “user  friendly”  programs  are  becom- 
ing available  and  simplified  instruction 
through  one  day  seminars  on  system  basics 
and  searching  techniques  to  facilitate  “end 
user”  searching  on  the  MEDLINE  databases 
is  being  offered.  Inquiries  and  arrangements 
for  training  can  be  made  through  NLM  or  one 
of  the  Regional  Medical  Libraries. 

Many  new  databases  are  being  designed  for 
the  physician’s  use.  The  most  accessible  of 
these  is  the  AMA/GTE  network.  AMA  mem- 
bership entitles  a physician  to  network  access 
and  use  for  thirty  days  free,  followed  by 
monthly  minimum  and  user  charges  thereafter. 
A terminal  or  personal  computer  already  avail- 
able in  the  medical  office  or  home,  when  fitted 
with  a modem  (or  acoustic  coupler),  may  be 
able  to  transmit  and  receive  information  from  a 
computer  over  telephone  lines.  Some  terminals 
come  equipped  with  acoustic  couplers. 

Online  services  developed  by  the  AMA  in- 
clude Drug  Evaluations,  Drug  Therapy,  Socio- 
economic Bibliographic  Information,  Medical 
Procedure  Coding  and  Nomenclature,  and  Dis- 
ease Information.  Drug  Evaluation  contains 
comprehensive  information  on  adverse  effects, 
poisoning,  toxicity,  interactions  and  precau- 
tions as  well  as  prescribing  information. 

Drug  Therapy  is  an  online  version  of  the 
book,  “Drug  Evaluations”  and  contains  infor- 
mation on  200  classes  of  drugs.  Disease  Infor- 
mation includes  descriptions  of  more  than 


3,500  diseases  using  standard  terminology. 
Socioeconomic  Bibliography  Information  con- 
tains current  articles  on  health  care  and  eco- 
nomic issues.  MGH  Medical  Education  Pro- 
grams, EMPIRES,  and  Medical  Letter  Online 
are  produced  by  Harvard  Medical  School,  Ex- 
cerpta  Medica,  and  Medical  Letter  respectively. 
The  Medical  Letter  database  is  available  only 
to  Medical  Letter  subscribers.  EMPIRES  is  an 
abstracting  service  which  includes  clinical  arti- 
cles from  more  than  300  medical  journals.  The 
MGH  program  is  an  interactive  format  using 
patient  care  simulations. 

Two  other  services  are  the  Associated  Press 
Medical  News  Service  and  Med/Mail.  The  AP 
Medical  News  is  a service  that  provides  up-to- 
the-minute  medical  news  selected  from  more 
than  10,000  news  articles  each  day.  The  news 
can  be  searched  by  subject  area.  Med/Mail  is  an 
electronic  mail  service  that  links  subscribers 
to  the  Centers  for  Disease  Control,  National 
Library  of  Medicine/National  Institutes  of 
Health,  Food  and  Drug  Administration, 
United  States  Public  Health  Service  and  the 
Surgeon  General’s  Office. 

Other  databases  that  have  been  described 
for  physician  use  include  INTERNIST,  a com- 
puter based  diagnostic  consultant,  and  All 
RHEUM,  a diagnostic  specialty  consultant  in 
rheumatology  that  has  proved  correct  in  94 
percent  of  cases.  PDQ,  Physician  Data  Query, 
available  from  the  National  Library  of  Medi- 
cine, is  a database  designed  to  assist  in  the 
treatment  of  cancer  patients.  It  includes  infor- 
mation on  more  than  80  tumors,  a directory  of 
names,  addresses,  and  phone  numbers  of  physi- 
cians involved  in  the  treatment  of  cancer  pa- 
tients, and  a protocol  file  containing  descrip- 
tions of  ongoing  clinical  trials. 

A quick  review  of  Index  Medicus  for  1984  re- 
veals the  names  of  many  other  specialized  med- 
ical databases  too  numerous  to  detail  here.  A 
recently  published  reference  source,  Data  Base 
Directory,  provides  both  subject  and  alpha- 
betic access  to  almost  1800  online  databases.  It 
includes  price  information,  what’s  in  it,  and 
how  you  can  get  access.  The  Directory  is  in- 
valuable to  those  interested  in  expanding  their 
computer  capabilities. 

For  the  physician  just  entering  the  world  of 
databases,  the  AMA/GTE  package  is  a bar- 
gain. Just  the  price  of  AMA  membership  enti- 
tles you  to  access  the  most  current  medical 
news  and  drug  information,  while  learning  the 
basics  of  computer  interaction. 


David  A.  Smith,  MD 
Medical  Editor 
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Medicine’s  top  spokesman  lists  main  problems 


Karen  K.  Davis 

The  cost  of  professional  liability  in- 
surance is  the  biggest  problem  medicine 
faces  today.  That  is  the  judgment  of 
James  H.  Sammons,  MD,  executive 
vice  president  of  the  American  Medical 
Association.  He  said  government  inter- 
vention in  medicine  and  the  overall  ex- 
pense of  health  care  today  follow  closely 
behind. 

Dr.  Sammons  is  recognized  as  one  of 
the  nation’s  leading  spokesmen  on 
health  issues.  A 1983  poll  by  U.S.  News 
and  World  Report  placed  Dr.  Sammons 
first  on  the  list  of  decision  makers  in  the 
American  health  care  field.  He  was  at 
PMS  headquarters  in  Camp  Hill  March 
1-2,  1985,  to  keynote  a special  meeting 
of  the  Society’s  Board. 

“We  are  seeing  a different  kind  of  cri- 
sis in  professional  liability  insurrmce  in 
1985,”  he  said.  “Back  in  1975,  the  crisis 
was  availability.  In  1985,  price  is  the 
crisis.  States  like  New  York  are  at 
$100,000  premiums  for  the  high  risk 
specialties.” 

Dr.  Sammons  cited  as  another  prob- 
lem the  intervention  by  federal  govern- 
ment into  the  day-to-day  decisions  phy- 
sicians make  in  the  practice  of  medicine. 
Government  actions  are  impairing  doc- 
tors’ ability  to  treat  patients,  Sammons 
said. 

Third,  he  added,  health  care  expendi- 
ture has  become  a problem.  “There  are 
tremendous  demands  being  made  by  ev- 
eryone for  ‘more  and  better,’  and  yet 
there  is  an  unwillingness  to  pay  for  it. 

“I’m  concerned  about  the  form  medi- 


cine will  take  in  the  future— whether  it 
is  going  to  be  done  ‘cookbook  style’  or 
based  on  the  individual  physician’s 
knowledge  and  abilities,”  he  continued. 
“I  wonder  how  it’s  going  to  get  fi- 
nanced so  that  the  care  is  available  to 
people  both  in  and  out  of  the  hospital. 

“We  ll  be  seeing  a lot  of  changes  in 
form.  I think  we’re  going  to  see  joint 
ventures  between  hospitals  and  their 
medical  staffs.  We  ll  probably  see  verti- 
cal integration  of  health  care  delivery- 
packaging  of  the  product.  The  package 
may  include  everything  from  ambula- 
tory outpatient  services  to  long  term 
care.  In  today’s  competitive  world  in 
medicine,  marketing  becomes  very  im- 
portant, and  the  average  physician, 
even  the  medium  sized  group  of  physi- 
cians doesn’t  possess  the  marketing  ex- 


pertise that  can  be  found  in  a unified, 
integrated  type  of  delivery  system.” 

Before  he  became  the  chief  executive 
officer  of  the  AM  A in  1974,  Dr.  Sam- 
mons maintained  a family  practice  in 
Baytown,  Texas,  and  was  clinical  assis- 
tant professor  at  Baylor  University  Col- 
lege of  Medicine,  Houston.  Dr.  Sam- 
mons has  held  many  elective  posts  in 
organized  medicine.  He  served  a term 
as  president  of  the  Texas  Medical  Asso- 
ciation in  1971-72.  He  was  elected  to  the 
AMA  Board  of  Trustees  in  1970,  and  he 
served  as  vice  chairman  and  chairman 
of  the  board.  He  was  a member  of  the 
Board  of  Directors  of  the  AMA  Politi- 
cal Action  Committee  from  1964  to 
1970. 

“Organized  medicine,”  Dr.  Sammons 
said,  “is  the  only  voice  for  the  physi- 
cian. It  stands  between  the  physician 
and  those  who  would  like  to  dictate  the 
practice  of  medicine.  Organized  medi- 
cine is  the  only  voice  that  can  represent 
physicians,  that  can  talk  about  fi- 
nances, can  talk  about  the  socioeco- 
nomic problems,  can  talk  about  the  sci- 
entific problems,  can  do  the  publishing, 
and  have  an  impact  on  medical  educa- 
tion. Therefore,  it  is  vital  that  the  voice 
be  made  stronger.” 

Conference  planned 
on  emergency  medicine 

Stress  management,  human  abuse, 
pediatric  emergencies,  personal  safety, 
and  scene  control  are  a few  of  the  topics 
for  discussion  at  the  Eighth  Annual 
Emergency  Medicine  Conference  to 
take  place  June  21-23,  1985,  at  the  Holi- 
day Inn,  Grantville. 

The  conference,  sponsored  by  the 
Pennsylvania  Emergency  Health  Ser- 
vices Council  (PEHSC),  is  for  emer- 
gency physicians,  paramedics,  nurses, 
and  hospital  administrators.  For  more 
information,  contact  Richard  D.  Flinn 
Jr.,  PEHSC,  Box  608,  Camp  Hill, 
17011;  telephone  717-763-7053. 
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Future  meeting  notes 

PMS  Board  of  Trustees/Society  Headquarters,  Lemoyne/Wednesday,  May  15 

PMS  Leadership  Conference/Hershey  Lodge/Hershey/Wednesday,  April  17  to  Thursday, 
April  18,  1985 

Pennsylvania  Medical  Society  House  of  Delegates/Bellevue  Stratford  Hotel/Philadelphia/ 
Friday,  October  25  to  Sunday,  October  27,  1985 

American  Medical  Association  Annual  Meeting/Marriott  Hotel/Chicago/Sunday,  June  16 
to  Thursday,  June  20,  1985 

American  Medical  Association  Interim  Meeting/Sheraton  Washington  Hotel/Washington, 
DC/Sunday,  December  2 to  Wednesday,  December  5 
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7.95 

#Better  Homes  & Gdns 

12.97 

6.49 

Bicycling 

14.97 

9.97 

Bird  Watchers  Digest 

11.00 

Black  Enterprise 

10.00 

6.00 

Boardroom  Reports:12 

iss. 

14.97 

Boating 

18.00 

15.97 

Bon  Appetit 

15.00 

Bottom  Line/Personal 

12  iss  9.99 

Bowl ing  Digest 

12.00 

9.97 

Brides 

12.00 

9.00 

Business  Advocate 

28.00 

19.95 

♦Business  Week 

39.95 

34.95 

Campus  Life 

14.95 

Car  & Driver 

15.00 

9.99 

Car  Craft 

12.94 

7.97 

Cats 

16.50 

11.95 

Cat  Fancy 

15.97 

11.95 

Catholic  Digest 

10.97 

Chocolatler(4  per  yr) 

10.00 

Chrlst'n  Set. Monitor 

96.00 

72.00 

Circle  Track 

19.95 

9.98 

Coinage 

14.00 

11.95 

Collectors  Mart 

18.00 

15.96 

Columbia  Journ.Rev. 

16.00 

9.95 

‘♦•“CHILDREN'S  NAGAZINES“‘““ 


Boys  Llfe:13  Iss 

10.80 

9.96 

Ch1ckadee:age  3-8 

15.00 

Child  Llferage  6-10 

11.95 

9.97 

Childrens  01 g: 7-11 

11.95 

9.97 

Childrens  Playmate 

11.95 

9.97 

Cobblestone  :age  8-13 

18.50 

Cricket:  age  6-13 

18.50 

15.75 

Ebony  Jr:  age  6-12 

8.00 

5.00 

Faces 

16.50 

Gifted  Chlldr. Newsletter 

24.00 

Humpty  Dumpty:4-7 

11.95 

9.97 

Jack  & Jill: age  6-8 

11.95 

9.97 

Jr.  ft):  age  9-13 

11.95 

8.95 

Muppet:  age  8-14 

6.00 

0dyssey:9  1 ss : 8-14 

12.50 

11.00 

Owl : age  8 & up 

15.00 

Stone  Soup: age  8-12 

17.50 

15.95 

Turtle:  pre-school 

11.95 

9.97 

USUAL  YOUR 

PUBLICATION  PRICE  PRICE 
♦♦♦♦COMPUTER  USERS  AND  BUFFS**** 
A+(2)  24.97  19.97 
Ahoy(3)  19.95 
Analog  Computing(5)  28.00  24.00 
An 1 1 c ( 5 ) 24.00  21.95 
Apple  0rchard(2)  24.00 
Byte  21.00 
Color  Micro  Jrnl.(l)  16.50  15.50 
Compute!  24.00  20.00 
Compute's  Gazette(3)  24.00 
Computer  Entertal nmnt28.00  19.97 
Computer  Graphic  Wld  30.00 
Computerworld  44.00 
Computing  Teacher  21.50 
Creative  Computing  24.97  19.97 
Digital  Review  29.97  24.97 
Dr.  Dobbs  Journal  25.00 
80  Mlcro(l)  24.97  21.97 
Electronic  Learning  19.00  15.00 
Enter:for  children  10-16  12.95 
Family  Computlng:8  Iss.  9.97 


Hot  CoCo(l) 
lnClder(2) 
Interface  Age 
MacWorld(2) 
Micro 


24.97  21.97 
24.97  21.97 
24.95 
31.00  24.00 
24.00 


PC (4) : 26  Iss  per  yr.  34.97  29.97 
PC  Age(4)  24.00  21.97 

PC  Tech  Journal (4)  29.97  24.97 

PC  World (4)  24.00  19.00 

PCMrPortable  Comp. Mag. (1)  28.00 

Personal  Computlng:9  Iss  8.97 
Popular  Computing  15.00  11.97 
Run(3)  19.97  17.97 

Teaching  and  Computing  15.95 

(1) For  TRS-80  users(TM  Tandy) 

(2) For  Apple  users  (TM  Apple) 

(3) For  Vic-Cornnodore(TM) 

(4) For  IBM  (TM)  PC  users 

(5) For  Atari  users  (TM  Atari) 
******************************** 


Commentary 

33. 

,00 

Consumers  Digest 

13. 

.97 

Consumers  Reports 

16. 

,00 

Cons.  Research:9  iss 

15. 

,00 

8. 

.97 

Connoisseur 

19. 

95 

15. 

.95 

Cookbook  Digest 

18. 

,50 

Country  Journal 

15. 

,00 

11. 

,95 

Crafts  Magazine 

15. 

.00 

Cruise  Travel 

12. 

.00 

9. 

.97 

Cruising  World 

18. 

.00 

Cycle 

14. 

,00 

7. 

,99 

Cycle  World 

13. 

,94 

6. 

.97 

Oance 

23. 

95 

22. 

.00 

Daytime  TV 

15. 

,90 

9. 

.90 

Digital  Audio 

19. 

.97 

Dirt  Rider 

11. 

,94 

7. 

.97 

♦Discover 

24. 

.00 

13. 

.00 

Dog  Fancy 

15. 

.97 

11. 

.95 

Oog  World 

20. 

.00 

16. 

.95 

Downbeat 

15, 

.75 

7. 

.95 

Early  Years 

13. 

.00 

Ebony 

16, 

,00 

9, 

.97 

The  Economist 

85, 

.00 

51, 

.00 

Ellery  Queen  Myst:10 

iss. 

9, 

.97 

Equus  (horses) 

20, 

.00 

Esquire 

17, 

,94 

9, 

.95 

Essence 

10, 

.00 

9 

.00 

Exceptional  Parent 

16 

.00 

PUBLICATION 

USUAL 

PRICE 

Fact 

22.00 

Family  Circle 
Fami ly  Food  Garden 

9.00 

Fami ly  Handyman 

9.95 

Feel ing  Great 
Field  & Stream 

13.94 

Fifty  Plus 

15.00 

Financial  World:18  iss 

Fishing  & Hunt. News 

29.95 

Flying 

19.00 

Food  and  Wine 

15.00 

Football  Digest 

12.95 

Forbes 

42.00 

Forecast-Home  Economics 

Fortune 

39.00 

Forum 

18.00 

Games  Mag. (2  yrs. 24. 97) 

Gentlemens  Quarterly  18.00 

Glamour 

15.00 

2 yrs. 

Golf  Digest 

19.94 

Golf  Magazine 

15.94 

Golf  World 

Good  Housekeeping 

Gourmet 

18.00 

Great  Foods  Magazine 
Guns  and  Ammo 

11.94 

♦Harpers  Bazaar 

16.97 

Harpers  Magazine 

18.00 

Heal th 

18.00 

High  F idel ity 

13.95 

High  Technology 

21.00 

Hitchcock  Mystery:10 

Iss 

Hockey  Digest 

9.95 

Hockey  News 
Home 

15.00 

Home  Mechanics  I 1 lus 

11.94 

The  Homeowner 

15.00 

Horizon  (10  iss) 

21.00 

Horseman 

11.95 

Horseplay 

0.0 

Hot  Rod 

11.94 

House  and  Garden 

24.00 

♦House  Beautiful 

15.97 

Hunting 

11.94 

Inc 

18.00 

YOUR 

PRICE 

14.00 
14.45 

6.95 

5.95 
15.97 

7.94 

8.97 

18.95 

21.95 
15.97 

8.50 

7.97 

28.00 

16.95 

19.50 

15.00 

15.97 

13.50 

12.00 
22.00 

9.97 

7.97 

22.00 

14.97 
13.50 
12.00 

9.97 

8.97 

11.97 
9.00 

6.98 

15.00 

9.97 

7.97 

22.95 
9.90 

6.94 

7.50 

14.95 

7.95 

22.00 

8.97 
18.00 

9.97 

8.97 

12.00 


Income  Opportunities : 10  1 ss : 3 .98 


Infoworld  31.00 

Inside  Sports  15.00 

Instructor  20.00 

Interview  20.00 

Investors  Da  I ly ( 6 mos) 

Jazz  Times 

Jerusalem  Post:24  Is  18.46 
Jet  36.00 

Ladles  Home  Journal  20.00 
Learning  16.00 

ILIfe  27.00 

Lottery  Players  Mag  24.00 
Mademoiselle  15.00 

2 yrs. 

Medical  Update  12.00 

Metropolitan  Home  15.00 
Model  Railroader 
Modern  Photography  13.98 
Modern  Screen 

IMoney  29.95 


2 yrs. 

Mother  Earth  News 


23.40 

9.97 

12.97 
18.00 

42.00 

10.00 

15.97 
26.00 
10.00 

9.90 

13.50 
18.00 
12.00 
22.00 

9.95 

7.50 

22.50 
6.99 

13.50 

15.00 

30.00 

18.00 


USUAL 


PUBLICATION  PRICE 

Mother  Jones  18.00 

Motor  Trend  13.94 

Motorboating  A Sail.  15.97 
Motorcyclist  11.94 

Ms  Magazine  14.00 

Musician  18.00 

National  Geographic 
National  Lampoon  11.95 


2 yrs. 

National  Law  Journal  55.00 

National  Review 

The  Nation  (24  Iss.) 


Nation's  Business  22.00 

2 yrs. 

Natural  History  15.00 

Needle  and  Thread  14.00 

Needlecraft  for  Todayl4.00 
N.E.Jrnl.of  Medicine  Drs: 
Res  & Intrns:35.00,Stdnts: 
New  Age  Journal  18.00 

New  Republic  48.00 

New  Shelter  10.97 

N.Y.  Review  of  Books  25.00 
New  Yorker  32.00 

2 yrs. 

Newsweek  41.00 

2 yrs. 

New  Woman 
INursIng  Life 

Old  House  Journal  16.00 

Omni  24.00 

1001  Home  Ideas  18.00 

Opera  News 

Organic  Gardening  12.97 

Outdoor  Life  13.94 

Outside:  10  iss  16.00 

Ovation  16.00 

Parents  18.00 

Penthouse  30.00 

People  51.50 

2 yrs. 


Petersens  Photograph. 13.94 
Philadelphia  Magazine 
Pickup  & Mlnltruck  11.94 
Playbill  (Broadway  Shows) 


Playboy  22.00 

Playglrl  20.00 

Popular  Bridge  9.95 

Popular  Mechanics  11.97 

Popular  Photography  12.00 

Popular  Science  13.94 

Present  Tense  14.00 

PPreventlon  13.97 

2 yrs. 

Pro  18.00 

Pro  Football  Weekly  39.00 

Progressive  23.50 

Psychology  Today  16.00 

Radio  Electronics  15.97 

Reader's  Digest 
PRedbook  11.97 

Road  and  Track  17.94 

Roll Ing  Stone  19.95 

The  Runner  15.00 

Runner's  World  19.95 

Sail  21.75 

Salt  Water  Sportsman  18.00 
Saturday  Evening  Post 
Savvy  Magazine  12.00 


YOUR 

PRICE 

12.00 

6.97 
12.99 

5.97 

10.50 
10.97 

16.50 
9.95 

13.75 

27.50 

30.00 
9.95 

15.95 

25.95 

11.95 

10.50 

10.50 

55.00 

30.00 

15.00 

28.00 

9.97 

23.95 

20.00 

40.00 
20.80 
41.60 

15.00 

12.95 

13.95 

15.96 

9.00 

30.00 

9.97 

6.97 

8.97 

8.00 

11.95 

26.00 

25.75 

51.50 

6.97 
15.00 

6.97 

15.00 

18.50 

17.50 
7.95 

9.97 
7.99 

7.97 
8.77 
7.00 

13.97 

9.97 

34.00 

18.50 

12.97 

12.97 
13.93 

6.97 

8.97 

12.98 
12.97 
15.90 

17.95 

15.00 
12.97 

9.97 


USUAL 

YOUR 

PUBLICATION 

PRICE 

PRICE 

Science  '85 

18. 

00 

13.95 

Science  Digest 

13. 

97 

11.97 

The  Sciences 

12.00 

Scientific  American 

24.00 

2 yrs. 

45.00 

Sea  Magazine 

15. 

94 

8.97 

Self 

15. 

00 

12.00 

2 yrs. 

22.00 

Seventeen 

13.95 

73  (Amateur  Radio) 

24. 

97 

21.97 

Shape  (6  Iss) 

10. 

00 

8.97 

Ski 

11. 

94 

6.97 

Skiing 

10 

00 

4.99 

Skin  Diver 

13. 

94 

6.97 

Soap  Opera  Digest 

32 

50 

22.75 

Soccer  D1gest(6  iss) 

7. 

95 

5.97 

Sport 

17 

50 

8.97 

Sporting  News: 23  iss 

18 

00 

9.97 

Sports  Afield 

11 

97 

9.97 

Sports  Illustrated: 

53 

50 

26.75 

2 

frs 

53.50 

Stamps 

16.50 

The  Star 

16 

95 

14.95 

Starlog 

23 

99 

22.99 

Stereo  Review 

10 

00 

4.99 

Stereophl le 

20 

00 

14.97 

Success  Magazine 

14 

00 

8.97 

Successful  Woman 

24 

00 

18.00 

Tax  Hotl ine  (6  Iss) 

9.99 

Teen 

12 

95 

7.95 

Teenage 

12 

00 

9.97 

Teen  Beat 

11.95 

Tennis 

13 

95 

6.98 

Theatre  Crafts 

24 

00 

14.95 

Time  52  wks. 

51 

50 

25.75 

104  wks. 

51.50 

Town  & Country 

24.00 

Travel  & Leisure 

20 

00 

12.00 

True  Story 

14 

95 

8.97 

TV  Guide 

31 

20 

26.00 

Twi 1 ight  Zone 

15 

00 

11.97 

Ultrasport 

11.95 

U.S.News  & World. Rep 

.41 

00 

20.50 

U.S.News  Washington 

Letter 

39.00 

Us  Magazine 

23 

95 

14.95 

Vanity  Fair 

12 

00 

9.00 

Vegetarian  Times 

19 

95 

14.95 

Venture 

18 

00 

9.00 

Video 

15 

00 

7.50 

Video  Review 

12 

00 

6.97 

Village  Voice 

32 

76 

22.00 

Vogue 

24 

00 

21.00 

2 yrs. 

40.00 

W Magazine 

26 

00 

17.95 

Height  Hatchers 

11 

.97 

9.97 

H. Coast  Rev  of  Books 

12 

.00 

8.94 

Homan's  Day 

13.35 

Homen's  Sports 

12 

.00 

8.95 

Horkbasket 

6 

oo 

5.00 

Horkbench 

6 

00 

5.00 

Horklng  Mother 

11 

95 

9.95 

Horklng  Homan 

16 

00 

12.00 

Horld  Press  Review 

17 

95 

9.95 

Horld  Tennis  :8  iss 

10 

65 

9.97 

Hrlter's  Dig. : 9 iss 

18 

00 

9.97 

Yachting 

20 

00 

16.97 

Yankee  (Colonial) 

15 

.00 

12.95 

Young  Miss 

14 

00 

10.95 

# Reception  room  offer. 


PROFESSIONAL  ASSOCIATIONS 

SUBSCRIPTION  SERVICES 

29  Glen  Cove  Ave.,  Glen  Cove,  N.Y.  11542 


MAIL  MAGAZINES  TO 


NAME — — 

ADDRESS — 

CITY STATE ZIP 

AFFILIATED  HOSPITALVSCHOOL 

You  may  pay  by  personal  check  or  credit  card  Please  make  checks  payable  to  PAS  S 

VISA  or  M/C  No — Exp.  Date 

Prices  subject  to  publishers'  changes 


PLEASE  SEND  THE  FOLLOWING  MAGAZINES 


NAME  OF  PUBLICATION 

YEARS 

PRICE 

All  subscriptions  are  for  one  year  unless  otherwise  noted  TOTAL 

Guarantee:  Our  prices  are  the  lowest,  our  service  the  best 

New  Orders:  Publishers  take  from  6 to  12  weeks  to  start  your  subscnption 
Renewals:  Please  send  the  address  label  from  your  magazine  at  least  8 weeks  in 
advance  ot  expiration  date.  PAMD485 


I 

I 

I 

I 

I 

I 


8 

8 

8 

8 


newsfronts 


Trauma  foundation  sets  accreditation  plan 


The  Pennsylvania  Trauma  Systems 
Foundation,  established  to  accredit 
trauma  centers  in  state,  has  incorpo- 
rated. William  E.  DeMuth  Jr.,  MD, 
chairman  of  the  foundation’s  board  of 
directors,  said  creation  of  the  founda- 
tion is  in  accordance  with  legislation 
passed  last  year  (Act  209  of  1984  signed 
by  Governor  Dick  Thornburgh  in  De- 
cember). The  law  amends  the  Emer- 
gency Medical  Services  Systems  Act  to 
provide  for  a voluntary  accreditation 
program  for  trauma  centers  in  the  Com- 
monwealth. Trauma  centers  are  special- 
ized hospital  units  that  give  emergency 
treatment  to  victims  of  multisystem 
trauma  injuries. 

The  foundation,  incorporated  Febru- 
ary 22,  1985,  was  established  through  a 
cooperative  effort  between  PMS,  the 


Geriatrics  society  meets 


Hospital  Association  of  Pennsylvania, 
the  Pennsylvania  Nurses  Association, 
the  Emergency  Nurses  Association, 
and  the  Pennsylvania  Emergency 
Health  Services  Council. 

The  accreditation  program,  devised 
over  the  past  year  in  cooperation  with 
the  state  department  of  health,  has 
been  set  up  to  improve  medical  care  to 
seriously  injured  patients.  The  system 
will  allow  trauma  victims  to  receive  spe- 
cialized care  in  a hospital  equipped  to 
handle  such  emergencies. 

Under  the  program,  hospitals  operat- 
ing trama  centers  must  meet  a set  of 
standards  established  by  the  new  foun- 
dation’s board  of  directors.  The  stan- 
dards are  based  on  guidelines  from  the 
American  College  of  Surgeons. 

Hospital  officials  must  submit  writ- 
ten requests  to  the  foundation’s  board 
in  order  to  establish  accredited  trauma 
centers.  After  a request  for  accredita- 
tion is  made,  an  onsite  survey  will  ver- 
ify that  the  hospital  complies  with  the 


standards.  Surveys  will  be  conducted 
by  groups  of  experts  including  a 
trauma  surgeon,  an  emergency  physi- 
cian, a neurosurgeon,  a hospital  admin- 
istrator, a nurse,  and  a paramedic. 

Dr.  DeMuth  said,  “Such  an  approach 
to  trauma  center  accreditation  permits 
emergency  medical  services  to  be  orga- 
nized so  they  are  accountable  and  re- 
sponsive to  local  needs.” 

Pennsylvania  secretary  of  health 
H.  Arnold  Muller,  MD,  also  a member 
of  the  foundation’s  board,  will  be  re- 
sponsible for  certifying  all  trauma  cen- 
ters accredited  by  the  foundation.  In 
addition,  the  secretary  will  investigate 
complaints  related  to  trauma  centers 
and  report  them  to  the  foundation. 

Dr.  DeMuth  said  the  board  will  begin 
accepting  applications  from  hospitals  in 
early  summer,  and  site  surveys  are 
planned  for  the  fall.  The  foundation  will 
collect  data  to  determine  whether  the 
accreditation  program  improves 
trauma  care  in  state. 


The  American  Geriatrics  Society  will 
hold  its  42nd  Annual  Meeting  along 
with  the  6th  Annual  Meeting  of  the 
American  Federation  for  Aging  Re- 
search July  11  and  12,  1985.  The  meet- 
ings will  be  in  the  Sheraton  Center,  New 
York,  and  will  precede  the  XIII  Interna- 
tional Congress  of  Gerontology. 

Sessions  will  focus  on  clinical,  educa- 
tional, and  ethical  issues  in  geriatric 
medicine.  For  more  information  and 
registration  details,  contact  the  Ameri- 
can Geriatrics  Society,  10  Columbus 
Circle,  Suite  1470,  New  York,  NY 
10019;  telephone  212-582-1333. 


Practice  management  workshops  this  month 


Society  endorsed  workshops  on  es- 
tablishing a successful  medical  practice, 
how  to  be  a better  receptionist,  and  in- 
surance management  and  collection 
procedures  are  currently  being  offered 
by  Practice  Productivity,  Inc. 

The  two-day  workshop  on  establish- 
ing a practice  provides  specifics  on  sev- 
eral topics  including  effectively  financ- 
ing a practice,  hiring  and  retaining  good 
personnel,  designing  an  office,  and  man- 
aging personal  investments.  Dates  and 


Preliminary  Call:  1985  Meeting-House  of  Delegates 

The  House  of  Delegates  of  the  Pennsylvania  Medical  Society  will  convene  its 
annual  meeting  at  the  Bellevue  Stratford  Hotel,  Philadelphia,  Pennsylvania,  on 
Friday,  October  25,  1985.  The  second  session  will  convene  Saturday,  October 
26,  1985,  and  the  third  session  Sunday,  October  27,  1985.  Details  regarding  the 
starting  times  of  all  three  sessions  will  appear  in  the  Official  Call  in  the  August 
1985  issue  of  Pennsylvania  Medicine. 

All  proposed  amendments  to  the  Bylaws  must  be  submitted  to  the  Office  of 
the  Secretary  of  this  Society  on  or  before  June  25, 1985.  Such  amendments  may 
be  proposed  upon  the  written  petition  of  fifteen  Active  or  Associate  members  of 
the  Society,  or  by  the  Committee  on  Bylaws.  Resolutions  to  be  considered  by 
the  House  may  be  submitted  in  writing  to  the  Secretary  by  a delegate  acting  in 
his  own  behalf  or  for  the  component  medical  society  or  specialty  society  he 
represents.  If  received  prior  to  September  25,  1985,  resolutions  will  be  pub- 
lished in  the  Official  Reports  Book. 


locations  of  the  seminars  are  as  follows: 
April  15-16  Harrisburg 

April  17-18  Pittsburgh 

April  22-23  Philadelphia 

Half-day  seminars  on  how  to  be  a bet- 
ter receptionist  include  topics  such  as 
handling  patients,  telephone  skills,  and 
the  role  of  the  receptionist. 

The  half-day  workshop  titled  Insur- 
ance Management  and  Collection  Proce- 
dures will  include  discussion  on  estab- 
lishing an  office  routine,  improving 
office  insurance  systems,  handling 
unique  collection  problems,  and  using 
effective  follow-up  techniques. 

Dates  and  locations  for  the  reception- 
ist and  insurance  collection  workshops 
are  as  follows: 

April  2 Erie 

April  3 Pittsburgh 

April  4 Philadelphia 

April  9 Scranton 

April  10  Allentown 

April  1 1 King  of  Prussia 

April  16  Altoona 

April  1 7 Pittsburgh 

April  18  Harrisburg 

More  information  can  be  obtained  by 
calling  Practice  Productivity’s  toll  free 
number,  1-800-241-6228. 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

“Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/  or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  ~ 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

GAJUHZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem 

(dilhazem  HCI) 

50  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM"  (diltiazem  hydrochloride)  is  a calcium  ion  inllux 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1 ,5-Benzothiazepin-4(5H)one.3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-|4-methoxyphenyl)-. 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 


CHjCHjNICHjIj 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  In  water,  metbanol,  and  cbloroform 
It  bas  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antiangmal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways; 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovme-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal’s  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic), 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  tbe  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug’s  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2.4%), 


headache  (2,1%),  nausea  (1.9%),  dizziness  (1.5%).  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  tbe  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System: 
Gastrointestinal 

Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal’s  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral/LDS0’s  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDa’s  iri 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LDS0  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  twe-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antlanginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 771  -47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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Trustee  urges  young  physicians  to  get  involved 


Juli  Claire  McGreevy 

“I  would  encourage  anyone  interested 
in  organized  medicine  to  get  involved- 
resident  physicians,  in  particular.” 

For  the  first  time  ever,  the  Pennsylva- 
nia Medical  Society  has  elected  a resi- 
dent physician  to  voting  membership 
on  its  Board  of  Trustees.  Barbara 
Shelton,  MD,  a physiatrist  from  Phila- 
delphia, is  one  of  three  new  members  of 
the  Board  elected  at  the  annual  meeting 
in  October.  Her  term  lasts  one  year. 

PMS  and  young  physicians 
“Our  future  lies  in  increasing  mem- 
bership among  young  physicians  and 
resident  physicians,”  Dr.  Shelton  be- 
lieves. Membership  of  resident  physi- 
cians has  certainly  increased  in  the 
state.  Dr.  Shelton  was  chairman  of  the 
PMS  Resident  Physician  Section  (RPS) 
for  three  years.  In  1981  there  were 
about  450  resident  members.  Now, 
membership  has  nearly  tripled,  with 
over  1,200  resident  members.  “I  am 
very  proud  of  that  accomplishment,” 
says  Dr.  Shelton.  “Both  the  Council  on 
Membership  and  the  Governing  Coun- 
cil of  the  Resident  Physician  Section 
worked  hard  to  increase  membership.” 
Another  program  established  while 
Dr.  Shelton  was  chairman  was  the  In- 
tern’s Orientation  Program.  Members 
of  the  RPS  Governing  Council  visit 
Pennsylvania  hospitals  near  their 
homes  on  the  day  internships  begin  and 


The  state  health  department  recently 
launched  two  follow-up  studies  of  resi- 
dents who  lived  near  the  Three  Mile  Is- 
land nuclear  generating  plant  at  the 
time  of  the  accident,  March  28,  1979. 

The  studies,  according  to  Pennsylva- 
nia health  secretary  H.  Arnold  Muller, 
MD,  will  update  a general  health  profile 
of  the  population,  which  was  taken 
shortly  after  the  accident. 

One  study  will  focus  on  1250  people 
selected  at  random  from  residents  who 
lived  within  a five  mile  radius  of  the 
power  plant  six  years  ago.  The  second 
study  will  survey  1850  expectant  moth- 
ers who  lived  within  10  miles  of  the  fa- 
cility at  the  time  of  the  accident,  Dr. 
Muller  said,  adding  that  both  studies 


talk  to  the  new  interns  about  the  Amer- 
ican Medical  Association,  PMS,  and  the 
county  medical  societies. 

As  for  the  benefits  of  increasing  resi- 
dent membership,  Dr.  Shelton  points  to 
studies  done  by  the  AM  A.  “If  a resi- 
dent joins  organized  medicine  during 
the  training  years,  there  is  a good 
chance  that  he  or  she  will  remain  a 
member  once  finished  training.  In 
Pennsylvania,  we  did  a study  last 
year— the  first  year  we  had  free  mem- 
bership dues.  After  six  months  of  free 
dues,  35  percent  chose  to  pay  for  their 
memberships.  Statistics  show  that  it  is 
very  profitable,  in  terms  of  increasing 


will  cover  stress  and  other  psychologi- 
cal experiences  as  well  as  physical 
health  of  the  subjects. 

The  study  on  expectant  mothers  is  a 
follow-up  to  one  done  in  1979,  which 
showed  no  evidence  of  a direct  connec- 
tion between  the  accident  and  infant 
mortality,  birth  defects,  or  other  abnor- 
malities. 

The  studies  are  being  conducted  by 
Market  Facts,  Inc.,  Chicago.  Telephone 
interviews  began  February  19  and  are 
expected  to  be  completed  by  April  19. 

In  a related  matter,  Dr.  Muller  said 
the  health  department  is  releasing 
results  of  a special  study  on  the  rela- 
tionship between  the  accident  and  can- 
cer incidence  in  the  area. 


our  membership  in  numbers,  for  a medi- 
cal society  to  encourage  young  doctors 
and  residents  to  join.” 

Dr.  Shelton  urges  members  of  the  So- 
ciety to  bring  younger  physicians  in  on 
a one-to-one  basis.  “One  of  the  things  I 
like  to  see  is  senior  physicians  bringing 
younger  physicians  to  meetings.  In 
Pennsylvania  the  delegates  to  the 
House  have  been  very  good  about  help- 
ing the  young  residents  and  students, 
emotionally,  financially,  and  in  every 
way  they  can.” 

Areas  of  interest 

Born  in  Reading,  Dr.  Shelton  has 
lived  in  Philadelphia  most  of  her  life. 
She  did  her  undergraduate  work  in  biol- 
ogy with  a minor  in  chemistry  at  La- 
Salle College  in  Philadelphia.  Through 
the  Temple  University  Hospital,  she  did 
her  internship  in  medicine  and  rehabili- 
tation medicine  at  the  Albert  Einstein 
Medical  Center.  She  completed  her  resi- 
dency in  rehabilitation  medicine  in  July 
of  1984  at  the  Thomas  Jefferson  Uni- 
versity Hospital.  Currently,  she  is  a fel- 
low at  the  University  of  Pennsylvania 
specializing  in  rehabilitation  of  the  neu- 
rologically  impaired  patient. 

Dr.  Shelton  has  two  special  hobbies. 
She  is  fascinated  by  horticulture  and 
loves  working  with  clay,  sculpting  and 
making  pottery.  She  is  an  active  mem- 
ber of  the  Caribbean  Relief  Fund,  which 
sends  used  furniture,  etc.,  from  Ameri- 
can hospitals  to  hospitals  in  the  Carib- 
bean, which  desperately  need  every- 
thing sent. 

She  has  two  major  interests  when  it 
comes  to  organized  medicine.  Her  first 
interest  is  the  economics  of  health  care 
in  America.  Secondly,  she  closely  fol- 
lows legislation  affecting  physicians. 

Dr.  Shelton  feels  that  the  greatest 
challenge  facing  physicians  today  is 
“providing  quality  care  given  the  lim- 
ited financial  resources  available  for 
medical  care.  I am  very  concerned 
about  the  quality  of  care  and  how  cut- 
backs in  funds  are  going  to  affect  that. 
On  the  other  hand,  I do  support  conser- 

Continued. 


The  author  is  a free  lance  writer/editor  based 
in  Harrisburg. 


Health  Department  continues  TMI  studies 
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Dx:  recurrent  herpes 
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“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*1.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I — proven  far  superior.”  DDS,  PA 

"Ail  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Peoples,  Rea  & Derick, 
Revco,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 
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PAOO  meeting  features  panel  discussion 


The  annual  scientific  meeting  of  the 
Pennsylvania  Academy  of  Ophthalmol- 
ogy and  Otolaryngology  (PAOO)  will 
feature  a panel  discussion  on  otolar- 
yngic  procedures  that  can  be  performed 
on  an  outpatient  basis.  The  meeting  will 
take  place  June  20-23,  1985,  at  the  Bed- 
ford Springs  Hotel,  Bedford. 

Also  this  year,  for  the  first  time,  the 
academy  is  planning  a family  program 
to  coincide  with  the  scientific  meeting. 
Activities  for  the  family  include  a fash- 
ion show,  craft  demonstrations,  golf, 
and  entertainment  for  children. 

In  addition  to  the  panel  discussion, 
major  lectures,  symposia,  and  exhibits 
will  make  up  the  scientific  program. 
Ophthalmology  and  otolaryngology 
sessions  will  be  held  independently  to 
allow  physicians  to  focus  on  issues  and 
procedures  in  their  areas  of  expertise. 
Physicians  attending  will  earn  15  hours 
of  AMA  Category  I credit. 

Panelists  include  Loring  W.  Pratt, 
MD;  Gerald  Healy,  MD;  R.  William  Al- 
exander, MD;  William  Potsic,  MD;  and 

Trustee  urges  activism  early 

vative  spending  of  money  for  patient 
care.  Voluntary  control  on  spending  by 
physicians— not  governmental  adminis- 
tration—is  the  appropriate  way  to  keep 
the  cost  of  health  care  down. 

“Some  of  the  services  that  PMS  is 
now  offering  and  which  I think  are  very 
important,  are  physician  placement  and 
helping  the  physician  cope  in  this  new 
competitive  environment.” 

“Some  people  ask,  ‘What  has  the 
Pennsylvania  Medical  Society  done  for 
me  lately?’  I tell  them  that  is  not  the 
question.  The  Medical  Society  is  the 
physicians  who  are  dues-paying  mem- 
bers. PMS  is  not  a building  far  away 
and  unresponsive  to  the  needs  of  physi- 
cians. It  is  physicians  maintaining  the 
quality  of  medical  care.” 

Where  the  future  lies 

Dr.  Shelton  has  been  active  in  orga- 
nized medicine  since  she  was  a medical 
student.  “My  experience,  I think,  is  an 
outstanding  testimony  to  the  way  orga- 
nized medicine  works.  When  I was  a 
medical  student,  I wrote  a resolution 
concerning  studying  the  effect  of  the 
environment  on  health.  I wrote  this 
resolution,  took  it  to  the  AMA,  and  it 
was  passed.  I was  only  a medical 
student— that  points  to  the  democratic 


DR.  CURTIS 


James  Reilly,  MD.  Dr.  Pratt  is  a nation- 
ally known  otolaryngologist  from  Wa- 
terville,  ME.  Dr.  Healy  is  director  of  pe- 

process  we  have  within  organized  medi- 
cine. 

“Further  evidence  of  that  democratic 
spirit  is  that  our  medical  society  has 
elected  a resident  physician  and  a medi- 
cal student  to  the  Board  of  Trustees.  I 
think  that  is  a tribute  to  our  House  of 
Delegates  in  Pennsylvania  because  be- 
ing on  the  Board  of  Trustees  is  a tre- 
mendously responsible  position.  They 
have  also  elected  a resident  to  the  PMS 
delegation  to  the  AMA.  They  are  say- 
ing, not  only  do  we  want  the  young  phy- 
sician involved,  but  we  want  the  young 
physician  to  have  a voice  at  a decision- 
making level. 

“The  way  for  me  to  be  effective  on  the 
Board  is  to  be  educated  about  the  is- 
sues because  I don’t  have  the  number  of 
years  of  experience  that  the  other  board 
members  have.  Nonetheless,  it  is  impor- 
tant to  have  a resident  on  the  Board  be- 
cause of  the  perspective  that  a resident 
physician  can  bring  to  the  Board.  After 
all,  it  is  my  future  and  the  future  of 
other  young  physicians  that  is  really  at 
stake.  This  is  also  why  it  is  so  impor- 
tant to  have  young  physicians  involved 
in  organized  medicine  because  what  we 
are  deciding  today  will  affect  my  prac- 
tice and  the  practices  of  other  young 
physicians  for  the  rest  of  our  lives.” 


diatric  otolaryngology,  and  Dr.  Reilly  is 
assistant  professor  in  the  department 
of  pediatric  otolaryngology  at  Chil- 
dren’s Hospital,  Philadelphia.  Dr.  Pot- 
sic is  director  of  otolaryngology  and 
human  communications  at  Children’s 
Hospital.  Dr.  Alexander  is  president 
elect  of  PMS. 

Also  participating  in  programs  at  the 
annual  meeting  are  Robert  B.  Edmis- 
ton,  MD,  senior  vice  president  for  pro- 
fessional affairs,  Pennsylvania  Blue 
Shield;  Judith  R.  Brown,  RN,  JD,  vice 
president  and  director  of  risk  manage- 
ment and  loss  prevention  for  PMS  Lia- 
bility Insurance  Company;  and  Regina 
Dunkinson,  director  of  the  state  divi- 
sion of  medical  assistance  policy.  Na- 
tionally prominent  ophthalmologists 
David  L.  Guyton,  MD,  Baltimore;  and 
Ted  F.  Schlaegel,  MD,  Indianapolis,  will 
be  in  attendance. 

PAOO  president  James  L.  Curtis, 
MD,  Danville  ophthalmologist,  will  offi- 
ciate at  the  sessions  along  with  Donald 
P.  Vrabec,  MD,  president  of  the  Otolar- 
yngology Council,  and  Edward  A.  Jae- 
ger, MD,  president  of  the  Ophthalmol- 
ogy Council.  Dr.  Vrabec  will  be  installed 
as  1985-86  academy  president. 

For  more  information,  contact  Alfred 
K.  Walter,  PAOO,  Box  1325,  Reading, 
19603. 

Dr.  Baltz  leads  Dauphin 

Richard  D.  Baltz,  MD,  recently  was 
installed  as  the  1985  president  of  the 
Dauphin  County  Medical  Society.  He 
succeeds  Donald  W.  Spigner,  MD. 

Currently  Dr.  Baltz  is  chairman  of  the 
department  of  pediatrics  at  Harrisburg 
Hospital  and  he  has  teaching  affilia- 
tions with  Hershey  Medical  Center  and 
Hahnemann  University.  He  is  a fellow 
of  the  American  Academy  of  Pediatrics. 

After  receiving  his  BS  degree  from 
Ursinus  College,  Dr.  Baltz  earned  his 
medical  degree  from  Hahnemann  Uni- 
versity School  of  Medicine.  He  served 
his  internship  and  residency  at  Harris- 
burg Hospital. 

Before  becoming  president  of  the 
county  medical  society,  he  served  as 
chairman  of  the  planning  and  public  re- 
lations committee,  and  as  a member  of 
the  medical  practice  and  nominating 
committees. 

Dr.  Baltz  and  his  family  live  in  Camp 
Hill. 
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capital  commentary 

Tracking  a bill  through  the  legislative  process 


Robert  H.  Craig  Jr. 

In  the  March  issue,  this  column  fol- 
lowed the  introduction  and  progress 
of  hypothetical  legislation,  Senate  Bill 
99,  as  it  moved  through  the  state  Sen- 
ate. In  this  issue  that  same  legislation 
will  be  followed  to  a conclusion  of  the 
legislative  action. 

When  SB-99  was  received  in  the 
House  of  Representatives,  the  welcome 
was  nothing  other  than  routine.  We 
knew  from  private  discussions  that  the 
House  Health  Committee  chairman 
wasn’t  as  receptive  as  the  Senate  chair- 
man to  the  relatively  prompt  action 
that  the  medical  society  desired.  The 
chairman  was  delaying  other  bills  which 
had  come  from  the  Senate  committee, 
and  wouldn’t  agree  to  act  quickly  on 
this  bill. 

We  did  make  an  effort  to  change  the 
chairman’s  mind.  The  president  of  the 
county  medical  society  in  his  home  area 
invited  him  to  a county  society  meet- 
ing. The  physicians  asked  questions 
about  the  bill  and  the  chairman  an- 
swered them  directly,  “I  am  being  very 
noncommittal,”  he  said,  “I’ve  not  fin- 
ished my  review  of  the  bill  and  when  I 
do,  I don’t  know  what  position  I will  be 
taking.  Until  then  it  doesn’t  move.” 
What  the  chairman  was  doing  was 
very  proper.  As  the  committee  chair- 
man he  controlled  the  agenda.  He  also 
believed  that  his  committee  members 
weren’t  yet  ready  to  move  on  this  legis- 
lation. Although  the  bill  had  passed  the 
Senate  by  an  overwhelming  vote,  there 
wasn’t  a noticeable  support  movement 
among  the  public. 

Procedurally  there  was  a way  around 
the  chairman’s  roadblock.  Another  bill 
amending  the  same  law  could  be  further 
amended  to  include  these  provisions. 
But  that  prospect  had  dangers  and  sev- 
eral important  consequences.  If  the  ef- 
fort was  made  to  amend  another  bill, 
the  chairman  could  view  it  as  an  intru- 
sion on  an  issue  he  was  preparing  for 
legislative  action.  There  was  also  the 
question  of  whether  to  propose  the 
amendment  as  soon  as  possible  or  wait 
until  closer  to  the  end  of  the  session. 
Another  decision  was  whether  to 
amend  a House  bill,  which  still  needed 


Jerry  L.  Rothenberger 

the  approval  of  the  Senate  Committee, 
or  to  wait  until  the  Senate  sent  another 
bill  over  and  work  with  that. 

The  decision  in  the  end  was  to  amend 
the  language  of  SB-99  into  another  Sen- 
ate bill  that  had  already  cleared  the 
House  Health  Committee  and  was  ex- 
pected to  be  reported  out  of  the  House 
Appropriations  Committee  soon.  That 
was  expected  to  be  the  last  committee 
action  before  passage  in  the  House  and 
then  the  bill  would  go  to  the  Senate  for 
a concurrence  vote  on  these  amend- 
ments. 

As  a necessary  courtesy,  we  asked  the 
committee  chairman  for  his  consent.  We 
argued  that  the  language  of  SB-99  had 
been  drafted  along  national  guidelines 
recently  passed  in  several  other  states. 
We  reminded  him  that  no  organized 
group  had  yet  surfaced  against  the  pro- 
posal. Following  several  calls  by  key 
contact  physicians,  the  House  Commit- 
tee chairman  finally  consented.  We 
reached  an  understanding  that  he  was 
not  committed  to  support  the  bill  on  the 
floor  and  that  we  would  have  to  seek 
support  for  the  vinal  vote  without  his 
help.  We  accepted  the  agreement  and 
started  going  after  votes  among  House 
members. 

When  the  Senate  bill  we  were  amend- 
ing, SB-4000,  was  called  up  in  the 
House  Appropriations  Committee  we 
had  convinced  the  committee  vice  chair- 
man to  offer  the  amendment.  He  was  a 
well  respected  legislator  who  responded 
positively  to  issues  that  were  presented 
in  clear  and  logical  arguments.  The 
amendment  carried  with  little  debate 
and  SB-4000  now  contained  the  lan- 
guage from  SB-99,  which  would  remain 
in  the  House  Health  and  Welfare  Com- 
mittee, never  to  see  the  light  of  day. 

At  this  point  SB-4000  was  a some- 
what extensive  37-page  bill  that  had 
been  already  amended  three  times  in 
the  Senate  and  once  in  the  House  Pro- 


The  authors  are  the  staff  of  the  Council  on 
Legislation.  Mr.  Craig  is  director,  Mr.  Rothen- 
berger is  assistant  director,  and  Mr.  Light  is 
legislative  liaison. 
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fessional  Licensure  Committee. 

Several  weeks  later,  now  late  in  May, 
the  bill  cleared  the  Rules  Committee 
and  was  sent  to  the  House  calendar  for 
a vote.  At  that  point  the  House  entered 
several  consecutive  days  of  long  discus- 
sions on  the  proposed  state  budget 
which  preoccupied  the  legislators’ 
minds.  And  since  amendments  to  the 
comprehensive  language  of  SB-4000 
were  numerous,  it  wasn’t  certain  that 
this  bill  had  enough  support  to  pass. 

The  first  week  of  June  there  was  an 
agreement  among  leaders  of  both  par- 
ties to  set  aside  one  afternoon  of  the 
House  session  to  “clear  up”  the  SB- 
4000  amendments.  Although  we  hadn’t 
heard  of  any  efforts  to  take  our  lan- 
guage (from  SB-99)  out  of  the  bill,  we 
needed  to  keep  in  contact  with  legisla- 
tors to  make  certain  that  didn’t  happen. 

That  afternoon  of  work  on  SB-4000 
started  late  in  the  day.  Seventeen 
amendments  were  considered,  eight 
were  adopted  by  the  House.  The  bill  be- 
came 53  pages  long.  It  was  passed  136- 
58.  There  was  a one-half  hour  discussion 
on  the  language  we  had  inserted  from 
the  original  SB-99.  The  representative 
who  gave  the  speech  thought  the  penal- 
ties were  too  tough.  He  was  one  of  those 
voting  against  the  bill. 

Procedurally,  SB-4000  was  then  sent 
back  to  the  Senate.  The  week  before  the 
budget  was  passed  and  the  summer  re- 
cess began,  the  Senate  “concurred”  in 
the  House  amendments  by  a 43-6  vote. 

The  governor  signed  it.  SB-4000  and 
state  Senator  Good  Idea’s  proposal  be- 
came law.  It  was  the  95th  law  the  gov- 
ernor signed  and  he  would  approve  68 
more  and  veto  seven  before  the  session 
ended. 

We’ve  not  identified  the  object  of  this 
hypothetical  legislative  exercise.  The 
bill  could  have  been  any  one  of  the 
nearly  150  bills  “of  interest  to  medi- 
cine.” 

But  it  was  most  definitely  legislation 
that  found  its  own  path  through  the 
system.  The  fact  that  it  did  move  at  all 
makes  it  different  from  the  90  percent 
that  were  introduced  and  never  consid- 
ered. □ 
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1945 


World  War  II  draws 
to  an  end  and  the 
United  Nations  meets  for  the  first 
time. 

The  Nobel  Prize  is  awarded  to 
three  physicians  for  their  work 
developing  a miracle  antibiotic, 
penicillin. 

The  story  begins  in  London  in 
1928,  when  Scottish  bacteriologist 
Alexander  Fleming  accidently 
discovers  the  first  antibiotic.  It  is  a 
rare  mold, penicillium  notatum 
...  a natural  substance  in 


existence  since  time  began.  Dr. 
Fleming  finds  that  his  penicillin 
can  kill  bacteria,  but  the  difficult- 
to-grow  mold  draws  little  attention 
from  the  medical  world. 


Thousands  of  injuries  and 
infections  during  World  War  II 
challenge  all  this.  Stepped-up 
funding,  and  research  by 
Dr.  Ernst  B.  Chain  and 
Dr.  Howard  W.  Florey  prove 
penicillin  kills  bacteria  within  the 
human  body  — without 
destroying  the  blood  cells  and 
body  tissues.  Since  then, 
penicillin  and  many  other  new 
antibiotics  have  reduced 
suffering  and  saved  lives  around 
the  world. 
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practice  management 

How  to  set  up  an  appointment  system 


Annette  Pierce 
Dorothy  R.  Sweeney 

There  are  many  ways  to  set  up  your 
appointment  book  and  scheduling 
system.  The  trick  is  to  use  a method 
that  has  both  physician  and  patient 
available  at  the  same  time  with  neither 
party  waiting  very  long  for  the  other. 

Commonly  used  appointment  sys- 
tems are  listed  below  and  the  advan- 
tages and  disadvantages  of  each  are  dis- 
cussed. 

• Walk-In— Patients  feel  free  to  come 
in  for  service  any  time  the  office  is  open. 
They  are  not  required  to  give  any  ad- 
vanced notice. 

Physicians  and  staff  cannot  be  sched- 
uled efficiently  because  the  demand  for 
services  is  totally  unpredictable. 

This  system  is  being  advertised  and 
used  by  a large  number  of  freestanding 
emergency  and  urgent  care  centers. 
While  this  system  appears  very  conve- 
nient for  patients  (no  advanced  notice 
or  planning  required),  in  fact,  this  sys- 
tem can  be  horrendous  for  patients  par- 
ticularly in  established  busy  practices. 
Patients’  waiting  time  can  be  excessive 
in  these  situations. 

Big  group  practices  that  tend  to  have 
a large  number  of  emergencies  have  as- 
signed one  physician  each  day  on  a ro- 
tating basis  to  triage  walk-ins  and  see 
the  true  emergencies.  This  deals  with 
the  problem  without  interfering  with 
the  normal  practice  flow  of  appoint- 
ment patients. 

• Day  only— Patients  are  given  an 
appointment  to  come  on  a specific  day. 
The  receptionist  might  say,  “Come  in  on 
Friday,  May  5.  We  are  open  from  1 until 
5 p.m.  to  see  patients  that  day,  so  come 
in  any  time  during  those  hours.” 

This  has  an  obvious  advantage  over 
the  walk-in  system  because  the  number 
of  patients  who  are  likely  to  arrive  each 
day  .can  be  estimated  more  accurately. 
However,  there  is  no  capacity  to  deter- 
mine accurately  when  patients  will  ar- 
rive each  day  and  to  schedule  physi- 
cians and  staff. 

• Block  scheduling—  Patients  are 
scheduled  so  that  several  patients  are 
told  to  come  at  the  same  time.  For  ex- 
ample, five  patients  are  told  to  come  at 
9 a.m.,  five  at  10  a.m.,  and  so  on. 


Although  patients  are  told  to  arrive 
in  groups,  they  are  seen  one  at  a time. 
While  this  safely  assures  that  there  will 
be  a patient  needing  service  when  a 
physician  is  available,  patients’  waiting 
time  can  be  very  long. 

In  all  of  the  above  systems,  patients 
are  seen  on  a first  come,  first  serve  ba- 
sis. Patients  are  quick  to  identify  this 
and  tend  to  come  earlier  and  earlier  for 
appointments  in  an  effort  to  get  out 
early.  Thus,  patients  told  to  come  at 
9 a.m.  may  begin  showing  up  as  early  as 
8 a.m.  This  can  be  disruptive  for  staff 
who  are  in  early  and  can  create  space 
problems  with  the  waiting  area. 

More  sophisticated  and  complex,  but 
more  efficient  methods  for  appointing 
patients  include: 

• Individual  system— Each  patient  is 
assigned  a separate  appointment  time. 
This  is  normally  done  by  scheduling  pa- 
tients every  “x”  number  of  minutes 
(such  as  every  15  minutes)  regardless  of 
the  type  of  visit.  This  can  create  an  un- 
even flow  if  patients  are  coming  in  for 
comprehensive  visits  and  others  for 
brief  check-ups.  However,  in  a practice 
where  visit  type  lasts  approximately 
the  same  length  of  time,  this  is  an  effec- 
tive method  of  scheduling. 

• Unit  scheduling— Patients  are 
scheduled  for  a time  slot  based  on  type 
of  visit.  While  this  offers  no  pattern  to 
the  day’s  flow,  theoretically,  it  at  least 
provides  enough  time  for  each  visit  and 
can  result  in  smooth  patient  flow. 

• Modified  (or  rolling  wave)— This 
system  is  a modification  of  block  sched- 
uling and  works  particularly  well  in  sit- 
uations with  high  volume  and  with  visit 
types  which  take  different  lengths  of 
time.  Each  one  hour  time  period  is  con- 
sidered a block.  Each  hour  block  is  fur- 
ther divided  into  smaller  blocks.  Sev- 
eral short  appointments  are  scheduled 
for  the  first  few  time  slots  of  the  hour 
(5-10  minutes  each)  with  an  intermedi- 
ate length  appointment  scheduled  next 
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and  a longer  appointment  scheduled  for 
the  end  of  the  hour.  For  example: 

/ Recheck  / Recheck  / 

9:00  9:10  9:15 

Intermediate  / New  Patient  / 

9:30  10:00 

This  method  provides  a standard  pro- 
tocol for  the  mix  of  visit  types  and  of- 
fers a relatively  even  pattern  to  the  day. 
There  may  be  a few  minutes  available 
at  the  end  of  some  hours  for  phone  calls, 
charting,  or  just  for  catching  up  if  the 
schedule  has  gotten  behind. 

You  should  review  your  own  appoint- 
ment book  with  this  discussion  in  mind. 
Perhaps  you  have  never  thought  con- 
sciously about  how  you  should  be  ap- 
pointing patients.  Most  systems  just 
happen  or  evolve  without  much  fore- 
thought. 

Think  through  the  types  of  patients 
you  see,  how  long  you  normally  take 
with  each  patient,  and  the  atmosphere 
you  wish  to  create  in  your  office.  Be  cer- 
tain to  solicit  input  from  staff  on  their 
problems  with  the  current  system  and 
on  what  they  hear  from  patients.  Pa- 
tients are  normally  much  more  vocal 
with  staff  than  with  the  physician,  espe- 
cially regarding  their  appointment 
time,  how  long  they  waited,  how  rushed 
the  doctor  seemed. 

Identify  the  system  or  combination 
of  systems  you  are  using.  Identify 
which  of  the  systems  discussed  in  this 
article  appears  to  be  the  best  for  you.  If 
you  need  to  make  changes,  pick  a date 
far  enough  in  the  future  to  avoid  resche- 
duling patients,  and  begin  using  the 
new  system.  Try  it  for  three  to  six 
months  while  you  are  tracking  improve- 
ments. Do  you  and  your  staff  feel  less 
harassed?  Are  patient  complaints 
down?  Has  your  no  show  rate  gone 
down?  Do  patients  wait  less  time? 

Developing  the  appropriate  appoint- 
ment scheduling  system  often  is  over- 
looked when  starting  or  expanding  a 
practice.  For  a minimal  initial  invest- 
ment of  time  and  thought,  you  can  have 
excellent  return  in  terms  of  productiv- 
ity, morale,  and  reputation.  □ 
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Over  17  years  and  untold 
manhours.  That’s  what  CyCare  has 
invested  in  the  study  of  health  care. 
We've  long  since  earned  our 
diploma.  While  many  aspiring  com- 
petitors failed  to  make  the  grade. 

We  chose  one  specialty.  The 
delivery  of  health  care  is  a specializ- 
ed business.  Your  data  processing 
company  should  understand  it 
thoroughly.  That’s  tough  to  do  if 
they're  also  marketing  to  banks,  fac- 
tories and  the  like. 

From  the  beginning,  CyCare 
decided  to  commit  only  to  the 
medical  industry.  Our  staff  of  over 
600  has  been  living  and  breathing  it 
ever  since. 

Experience  only  CyCare  can 
claim.  CyCare  has  studied  with 
thousands  of  physicians,  ad- 
ministrators, and  nurses.  We’ve 
worked  with  nearly  850  clients  of  all 
specialties  and  size.  In  17  years, 
we've  treated  data  processing 
challenges  of  every  kind. 

You  know  experience  is  the  best 
teacher.  So  choose  a company  that’s 
been  around  long  enough  to  learn. 

Our  knowledge  benefits  you.  Our 
experience  taught  us  that  each  client 
is  different.  We  designed  systems 
that  easily  accomodate  any  type  of 
case.  We  learned  you  didn’t  want 
useless  “bells  and  whistles”,  so  we 
developed  practical  software  that 
enhances  the  delivery  of  patient 
care.  We  discovered  the  fear  of 
system  obsolescence.  So  we  created 
modular  systems  that  can  be  expand- 
ed at  any  time. 


Learning  never  stops.  Like  you, 
we  never  stop  learning.  We  invest 
more  in  research  each  year  than 
most  of  our  competitors  gross  in 
sales.  We  listen  to  your  ideas,  look 
for  new  ways  to  improve  your  prac- 
tice, and  stay  abreast  of  industry 
needs.  It’s  the  only  way  to  take  the 
lead. 

Compare  our  credentials.  Ex- 
amine CyCare  thoroughly.  Demand 
as  much  from  us  as  you  demand 
from  yourself.  Look  at  our  ex- 
perience, our  financial  stability.  Ex- 
amine our  products  and  talk  to  our 
clients.  Find  out  why  CyCare  is  the 
leading  supplier  to  medical  group 
practices,  HMOs  and  ambulatory 
care  facilities  nationwide. 

Put  us  to  the  test.  We’re  prepared. 


Ask  about  CyCare ’s  Cl 00 
APPOINTMENT  SCHEDULING.  The 
physician  time  management  system 
for  small  and  medium  size  practices. 

□ Rush  free  details  to  me  about 
CyCare. 

□ Have  a representative  contact  me. 
My  business  card/letterhead  is 
attached. 

No.  of  Phys. 

Mail  to:  CyCare,  520  Dubuque 
Building  Dubuque,  Iowa  52001 
319/556-3131  PM  4/85 

Sales  and  Service  Offices: 

Atlanta,  GA;  Cherry  Hill,  NJ;  Chicago,  IL;  Dallas, 
TX;  Denver,  CO;  Miami,  FL:  Minneapolis,  MN; 
New  York,  NY;  Portland,  OR;  San  Diego,  CA; 
Spokane,  WA;  Canada:  Toronto,  Onf. 

Authorized  Alkvtf  National  ISO 
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On  nitrates, 
but  angina  still 
strikes... 


After  a nitrate, 
add  ISOPTIN 

verapamil  HCl/Knoll) 


ro  protect  your  patients,  as  well  as  their  quality  of  life, 
idd  Isoptin  instead  of  a beta  blocker. 


'irst,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
y reducing  peripheral  resistance,  but  also  increases  coro- 
ary  perfusion  by  preventing  coronary  vasospasm  and 
ilating  coronary  arteries  — both  normal  and  stenotic, 
hese  are  antianginal  actions  that  no  beta  blocker 
an  provide. 

Second,  Isoptin  spares  patients  the 
eta-blocker  side  effects  that  may 
ampromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
epression  are  rare.  Unlike  beta  blockers, 
optin  can  safely  be  given  to  patients  with 
sthma,  COPD,  diabetes  or  peripheral 
ascular  disease.  Serious  adverse 
tactions  with  Isoptin  are  rare 
t recommended  doses;  the 
ngle  most  common  side 
ffect  is  constipation  (6.3%). 

Cardiovascular  contra- 
ldications  to  the  use  of 
optin  are  similar  to  those 
f beta  blockers:  severe 
?ft  ventricular  dysfunction, 
ypotension  (systolic  pres- 
ure  <90  mm  Hg)  or  cardio- 
enic  shock,  sick  sinus  syndrome 
f no  artificial  pacemaker  is  present) 
nd  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
optin ...  for  more  comprehensive  antianginal 
irotection  without  side  effects  which  may 
ramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


in  my  opmion 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g  , ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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Papering  the  medical 
industrial  bureaucracy 

Gregory  B.  Patrick  MD,  FCCP 

If  the  1970s  saw  the  rise  of  a “medical-industrial  com- 
plex,” the  1980s  are  witnessing  the  evolution  of  a medical- 
industrial  bureaucracy.  Webster’s  Dictionary  defines  a bu- 
reaucracy as  “the  administration  of  government  through 
departments  and  subdivisions  managed  by  sets  of  officials 
following  an  inflexible  routine.”  I believe  this  adequately  de- 
scribes the  growing  army  of  persons  with  minimal  medical 
background  seeking  to  supervise  medical  care.  An  army 
travels  on  its  stomach;  a bureaucracy  feeds  on  Paper.  The 
proof  of  the  growth  of  this  bureaucracy  may  be  found  in  the 
number  of  forms,  guidelines,  memos,  minutes,  and  rules  de- 
manding reading,  study,  interpretation,  action,  and  storage. 
In  coping  with  this  new  bureaucracy,  I have  noted  some 
Rules  of  Paper  that  are  useful  to  remember. 

Rule  1.  Paper  has  a separate  reality.  Physicians  have  great 
difficulty  comprehending  this  bureaucratic  truth;  if  it  is  on 
paper,  it  must  exist;  if  it  is  not  on  paper  it  must  not  exist.  For 
example,  if  you  cannot  produce  a written  Widget  Control 
Program  on  demand,  you  must  be  a dastardly  sluggard  who 
allows  widgets  to  roam  unchecked.  But  if  you  can  produce 
such  a document,  you  obviously  are  a sterling  patriot  who  is 
cracking  down  on  the  widget  problem.  Note  that  whether 
you  actually  seek  to  control  widgets  is  irrelevant.  The  reality 
of  the  document  is  assumed  to  embody  the  reality  of  widget 
control.  For  the  bureaucrat:  “I  am  on  Paper,  therefore  I am.” 

Rule  2.  Paper  speaks  only  to  Paper.  Any  written  inquiry 
must  be  answered  in  writing.  No  informal  reply  will  suffice; 
there  must  be  a permanent  record  of  the  exchange.  Why? 
See  Rule  1.  The  medical  industrial  bureaucracy  is  not  grow- 
ing in  a vacuum.  It  is  growing  through  and  out  of  the  inter- 
action of  medicine  with  the  interlocking  bureaucracies  of 
government  institutions,  insurance  companies,  hospital  in- 
frastructures, and  so  forth.  Since  the  medical  industrial  bu- 
reaucracy is  growing  with  these  bureaucracies,  if  must  ac- 
commodate the  structure  of  these  bureaucracies.  This 
unifying  structure  is  Paper. 

Rule  3.  Paper  has  its  own  language.  Bureaucracy  requires 
unique  words  and  phrases  and  the  medical  industrial  bu- 
reaucracy borrows  liberally  from  its  partners  in  advertising, 
business  law,  and  government.  Note  that  there  is  no  require- 
ment that  this  language  be  more  understandable  to  the  gen- 
eral population  than  is  medical  jargon.  In  fact,  it  is  com- 
monly less  understandable,  since  those  who  use  it  rarely  talk 
to  consumers  (i.e.  patients)  except  through  advertising.  This 
may  produce  some  very  peculiar  sentences  such  as  one  that  I 
found  in  a brochure  for  a firm  of  “efficiency  consultants” 


Dr.  Patrick,  an  internist,  practices  pulmonary  medicine  in 
Sewickley.  A member  of  the  Allegheny  County  Medical  Soci- 
ety, he  is  an  associate  editor  of  that  society's  Bulletin. 
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Angina  comes  in 
many  forms... 


So  does 

SORBJTRATE 

(ISOSORBIDE  DINITRATE) 


Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg  5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Sublingual  Tablets  Chewable  Tablets  Oral  “Swallow”  Tablets  Sustained  Action 

“Swallow”  Tablets 
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See  following  page  for  brief  summary  of  prescribing  information. 


in  my  opinion 


SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8 hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2 hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose  related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose  related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg.  for  chewable  tablets,  5 mg,  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  m oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5, 5, 10  mg),  Chewable  Tablets  (5. 10  mg), 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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Wilmington.  DE  19897 
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who  offered  “maximizing  impact  potential  for  marketing  to 
the  upscale  clientele.” 

Rule  4.  Paper  breeds  Paper.  Words  are  slippery  critters  and 
are  subject  to  a variety  of  interpretations.  Consequently,  the 
following  develops:  An  agency  issues  guidelines  for  physi- 
cians. There  is  some  confusion  concerning  the  meaning  of 
the  guidelines  and  an  interpretation  of  the  guidelines  is  is- 
sued. There  is  further  confusion  and  further  interpretation  of 
the  guidelines  is  issued.  There  is  further  confusion  and  fur- 
ther reinterpretation  of  the  guidelines.  Meanwhile,  a form 
has  been  developed  to  demonstrate  compliance  with  the 
guidelines.  The  form  grows  longer  in  order  to  cover  the  inter- 
pretations and  reinterpretations  of  the  guidelines.  Revision 
of  the  form  lags  behind  interpretation  of  the  guidelines  and 
there  is  further  confusion  which  feeds  the  original  cycle. 
However,  those  charged  with  enforcing  the  guidelines  will 
use  the  outdated  forms  in  their  enforcement.  Guess  who  is 
caught  in  the  middle. 

Rule  5.  Paper  can  be  finessed.  Lawyers  have  known  this 
rule  for  years. 

There  are  also  Rules  for  Physicians,  useful  in  following 
this  Paper  Chase. 

Rule  1.  Keep  your  perspective.  People,  not  Paper,  is  a phy- 
sician’s reality. 

Rule  2.  Buy  a dictating  machine.  You’ll  need  it. 

Rule  3.  Keep  a sense  of  humor.  Remember  the  words  to  the 
old  song: 

Yes,  it’s  only  a Paper  Moon 
Hanging  over  a cardboard  sea. 

But  it  wouldn’t  be  make-believe 
If  you  believed  in  me. 


The  double  (autoscopia) 

Fred  B.  Rogers,  MD 

To  see  oneself  standing  in  a room  in  which  one  is  at  the 
same  time  lying  in  bed  is  a most  unusual  experience!  This 
autoscop ic  phenomenon,  known  as  “the  double,”  has  been 
noted  in  several  medical  and  literary  accounts  during  the 
past  century.  Such  an  experience  was  reported  to  me  by  a 
patient  during  my  internship.  The  patient,  a middle-aged 
man,  was  suffering  from  alcohol-induced  hallucinosis.  Re- 
strained in  bed  by  three  thongs  to  prevent  injury,  he  subse- 
quently cut  the  leather  shackles  with  a razor  left  in  his  bed- 
side cabinet,  walked  out  of  the  hospital,  and  was  lost  to 
follow-up.  Having  read  recently  about  phantom  doubles  de- 
scribed by  the  French  short  story  writer,  Guy  de  Maupas- 
sant, and  the  Italian  lyrical  poet,  Gabriele  D’Annunzio,  I 
was  prompted  to  investigate  further  this  exceptional  mental 
state  which  I had  witnessed  long  ago. 

Dr.  M.  J.  Horowitz  concisely  defined  autoscopia  in  his 
book  on  psychic  image  formation.  He  wrote  as  follows:  “One 
of  the  most  intriguing  body  image  experiences  is  the  auto- 


Dr.  Rogers  is  professor  of  family  practice  and  community  health  at 
Temple  University  School  of  Medicine,  Philadelphia,  His  essays 
have  graced  the  pages  of  PENNSYLVANIA  MEDICINE  on  several  pre- 
vious occasions,  most  recently  in  November  1984  when  “ Concept  of 
Mental  Health ” was  published. 
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In  our  society,  eating  habits  vary,  and  food  is  often  used  as 
more  than  a source  of  nourishment.  So  we  accept  many  individ- 
ualized patterns. 

But  some  people  go  too  far.  The  anorectic,  threatened  by 
food,  slips  into  a pattern  of  self-imposed  starvation.  The  bulimic, 
using  food  as  a narcotic,  binges  and  purges  in  an  attempt  to  cope 
with  overpowering  emotions. 

The  problems  demand  expert  intervention  of  an  unusually 
comprehensive  sort.  They  demand  nothing  short  of  what  Shep- 
pard Pratt  now  provides  in  its  Eating  Disorders  Program. 

Just  as  the  ideal  diet  for  any  individual  is  a matter  of  proper 
balance,  the  ideal  treatment  for  anorexia  or  bulimia  must  also  be 
properly  balanced  and  individualized.  For  this  reason,  Sheppard 
Pratt  carefully  evaluates  each  patient  and  tailors  a treatment 
program  that  draws  on  all  necessary  disciplines:  medicine,  psy- 
chiatry and  social  work.  And  we  administer  this  treatment  inten- 
sively, continuously —from  inpatient  to  outpatient  to  aftercare. 

Sheppard  Pratt  is  achieving  good  results  with  eating-disor- 
dered patients  by  countering  the  extremes  of  feast 
or  famine  with  a steady  diet  of  multi-disciplinary 
guidance  and  care. 

For  a more  detailed  description  of  the  Eating 
Disorders  Program  at  Sheppard  Pratt,  please 
contact:  Dr.  David  Waltos,  Admissions  Officer, 

Sheppard  and  Enoch  Pratt  Hospital,  PO.  Box 
6815,  Baltimore,  MD  21204.  (301)  823-8200. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT. 
EDUCATION  AND  RESEARCH 


in  my  opinion 


YOU  ARE  CORDIALLY 
INVITED  TO  ATTEND  A 


PA 

Pennsylvania  Diabetes 
Academy 

TECHNOLOGY 
UPDATE  WORKSHOP  ON 
GLYCEMIC  CONTROL 
IN  DIABETES 


MAY  22,  1985 
DANVILLE,  PA 

SEPTEMBER  18,  1985 
READING,  PA 

SEPTEMBER  25,  1985 
ERIE,  PA 


DECEMBER  4,  1985 
PITTSBURGH,  PA 

FEBRUARY  11,  1986 
YORK,  PA 

MAY  8,  1986 
CHESTER,  PA 


CONTINUING  MEDICAL  EDUCATION: 

“The  Pennsylvania  Medical  Society  designates 
this  continuing  medical  education  activity  for 
five  (5)  credit  hours  in  Category  1 of  the  Physi- 
cian’s Recognition  Award  of  the  American  Medi- 
cal Association  and  the  Pennsylvania  Medical  So- 
ciety membership  requirement.” 

FEE:  $45 

INFORMATION: 

Contact  the  Pennsylvania  Diabetes  Academy, 
20  Erford  Road,  Lemoyne,  Pa.  17043.  Tele- 
phone: (717)  763-7151,  ext.  215. 


scopic  phenomenon— a visualization  of  the  self,  perhaps  with 
hallucinatory  vividness,  depicted  as  if  seen  from  some  exter- 
nal point.  The  autoscopic  phenomenon,  also  known  as  “the 
double,”  may  occur  during  fatigue,  anxiety,  toxic  states,  or 
in  organic  pathology  of  the  brain.”1  Guy  de  Maupassant,  af- 
flicted with  dementia  paralytica,  sometimes  saw  his  own 
double— an  experience  he  seems  to  have  found  more  annoy- 
ing than  frightening.  His  double  frequently  accompanied 
him  at  his  desk  and  at  times  even  dictated  his  stories.  The 
Horla,  a hazy  monster  of  depression,  was  one  of  the  peculiar 
mental  images  described  by  this  famous  author.2 

Another  Nineteenth  Century  writer,  Gabriele  D’Annunzio, 
enchanted  by  the  actress  Eleanora  Duse,  described  his 
autoscopia  in  the  book  “Notturno.”  In  it,  this  narcissistic 
poet  wrote  about  invisible  phantasms,  and  yearned  for 
beauty  and  youth  in  the  face  of  his  own  decline  with  age. 
And  his  double,  like  that  of  de  Maupassant,  apparently  aug- 
mented his  creativity.3 

The  etiology  of  autoscopy  has  been  discussed  in  detail  by 
recent  medical  writers.  They  have  emphasized  the  impor- 
tance of  anxiety,  fatigue,  acute  labyrinthine  vertigo,  febrile 
and  toxic  illness  in  isolated  episodes  of  autoscopia  in  other- 
wise normal  subjects.  They  have  also  drawn  attention  to  re- 
current autoscopia  in  those  afflicted  with  chronic  alcoholism, 
brain  injuries,  neurosyphilis,  drug  abuse,  encephalitis  le- 
thargica,  epilepsy,  and  schizophrenia.4  Several  authors  have 
separately  discussed  the  etiological  importance  of  cerebral 
lesions  in  general  and  of  the  temporo-parieto-occipital  zones 
in  particular.  The  British  neurologist  MacDonald  Critchley 
has  cited  parietal  and  occipital  lobe  disorders  in  the  genesis 
of  visual  hallucinations.6  Canadian  neurosurgeon  Wilder 
Penfield  indicated  the  temporal  lobes  as  causal  to  disrup- 
tions of  consciousness.  Each  stressed  the  psycho-physio- 
logical  differences  which  distinguish  one  special  hallucina- 
tion from  another  (for  example,  the  autoscopic  double  may 
be  thin  and  ethereal  or  solid  and  lifelike).  Regarding  con- 
sciousness Dr.  Penfield  noted:  “The  stream  of  consciousness 
flows  inexorably  onward,  as  described  in  the  words  of  Wil- 
liam James.  But,  unlike  a river,  it  leaves  behind  it  a perma- 
nent record  that  seems  to  be  complete  for  the  waking  mo- 
ments of  a man’s  life,  a record  that  runs,  no  doubt,  like  a 
thread  along  a pathway  of  ganglionic  and  synaptic  facilita- 
tions in  the  brain.  This  pathway  is  located  partly  or  wholly  in 
the  temporal  lobes.”6 

My  recollection  of  a disturbed  patient  thirty-five  years  ago 
impressed  me  with  the  extraordinariness  of  autoscopia. 
Both  literary  and  medical  accounts  of  the  double  focus  upon 
the  person’s  inner  self.  To  this  end  Dr.  William  James,  dis- 
cussing perception  many  years  ago,  said:  “Whilst  part  of 
what  we  perceive  comes  through  our  senses  from  the  object 
before  us,  another  part  (and  it  may  be  the  larger  part)  always 
comes  . . . out  of  our  own  head.”7 
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Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
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□ Five  C5)  First  Prizes. . . a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY 

(1-)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  “Velosef -Computers  in  Health  Care"  on  a 3"  x 5”  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  PO  Box  3036,  Syosset,  NY  11775  All  entries 
must  be  received  by  September  9, 1985  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute.  Inc. , an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U.S.A..  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC  , its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc,  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500’  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  ‘125’  for  Oral  Suspension  and  Velosef  ’250’ 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e  g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx: 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae-, Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis, 
PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  ot  gastrointestinal,  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  ot 
nephrotoxicity. 


Can  tuuo  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF®  Capsules  (Cephradine  Capsules  USP) 
"Computers  in  Health  Care  Drauusng." 


SQUIBB 


□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 


Please  type  or  print  clearly. 


Name 


Address 

City 

State 

Zip 

Signature 

MD 

□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  “Computers  in 
Health  Care  Drawing.” 


ALL  ENTRIES  MUST  BE  RECEIVED  BY  SEPTEMBER  9,  1985. 
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VELOSEF  Capsules 

(Cephradine  Capsules  USP1 


BID 


Diuretics  (potent  "loop  diuretics,"  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  ol  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict’s 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b i d.  regimens  in  children  under  nine  months  of  age 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.L 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 

© 1985  E.R.  Squibb  & Sons,  Inc. 


sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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special  feature 

Different  rewards  await  future  physicians 


Harry  Schwartz,  PhD 

“Why  do  young  people  still  flock  to 
enter  medical  schools?  Hasn’t  anybody 
told  them  what’s  happening  to  medi- 
cine? I pity  youngsters  just  starting  to 
study  medicine  now.  By  the  time 
they’re  thirty,  they’ll  be  very  sorry  in- 
deed.” 

A physician  friend  of  mine  delivered 
himself  of  these  thoughts  during  a re- 
cent lunch.  He  had  been  reading,  he  told 
me,  that  in  1984  the  number  of  appli- 
cants for  American  medical  schools  had 
actually  gone  up,  instead  of  declining  as 
expected.  And  he  was  outraged  that 
medical  school  annual  enrollments,  an- 
nual number  of  graduates,  and  total 
number  of  students  are  still  at  or  very 
near  record  levels.  As  for  my  friend’s 
opinions  of  foreign  medical  school  grad- 
uates and  of  foreign  medical  schools 
that  cater  to  young  Americans,  they  are 
so  sulfurous  that  I don’t  dare  repeat 
them  here  in  a magazine  that  may  be 
read  by  younger  members  of  a family. 

The  reasons  for  my  friend’s  amaze- 
ment will  be  familiar  to  every  practicing 
doctor.  The  plague  of  restrictions  now 
harassing  physicians  from  many  direc- 
tions needs  no  recounting  here.  Neither 
does  the  intensified  competition  among 
fee  for  service  doctors  as  well  as  be- 
tween those  in  conventional  private 
practice  and  those  working  for  HMOs, 
PPOs,  hospital  satellite  clinics,  etc. 
Medicine,  I’ve  been  assured  by  many  of 
my  physician  friends,  is  nothing  like  the 
fun  it  used  to  be  before  the  air  was  con- 
taminated by  DRGs,  PROs,  and  other 
bureaucratic  acronyms.  Moreover,  I 
gather,  a fair  number  of  doctors  are 
finding  their  incomes  are  not  what  they 
used  to  be  as  the  relatively  constant 


Dr.  Schwartz  currently  is  writer  in  residence 
at  the  College  of  Physicians  and  Surgeons  at 
Columbia  University.  His  many  articles  on 
health-related  matters  have  appeared  in  The 
New  York  Times,  Wall  Street  Journal,  New 
England  Journal  of  Medicine,  and  Medical 
Economics.  From  1951  to  1979  he  served  on 
the  editorial  board  of  The  New  York  Times. 


supply  of  patients  is  being  spread 
among  a rapidly  growing  number  of 
new  doctors. 

All  the  indications  are  that  things  will 
get  worse  rather  than  better  for  the 
foreseeable  future.  Bad  as  things  may 
seem  to  many  doctors  today,  by  the 
year  1995  or  2000,  1985  will  be  seen  as 
“the  good  old  days.” 

So  why  do  young  people  in  such  large 
numbers  want  to  go  to  medical  school? 
As  I thought  about  the  issue,  I remem- 
bered that  in  Britain,  after  almost  40 
years  of  socialized  medicine,  British 
medical  schools  still  have  no  shortage 
of  applicants.  Neither,  I recalled,  do  So- 
viet medical  schools,  though  all  Soviet 
doctors  are  hired  hands  who  earn  less, 


relatively,  than  most  American  physi- 
cians pay  their  receptionists.  And  in 
Latin  America  and  those  countries  of 
Western  Europe  where  anybody  who 
wants  to  can  enroll  in  medical  school, 
the  annual  number  of  entrants  is  incred- 
ible although  they  all  know  that  many 
will  never  be  able  to  finish,  and  that,  of 
those  who  finish,  many  will  never  prac- 
tice medicine,  but  will  have  to  earn  a liv- 
ing driving  cabs  or  the  equivalent. 

So  apparently  the  desire  to  go  to  med- 
ical school  has  little  to  do  with  expect- 
ing a high  income  from  doctoring.  I say 
this  even  though  I know  that  in  the 
United  States  the  average  physician’s 
income  is  about  five  times  that  of  the 
full  time  employed  worker,  a fact  which 


Geisinger  Medical  Center 
Continuing  Education  Programs 


Dermatology  Topics  for 
General  Practitioners 

April  17,  1985 
9 a.m.  to  5 p.m. 

Topics  in  Otolaryngology 

April  18,  1985 
9 a.m.  to  5 p.m. 

Chest  Medicine  1985 

April  24,  1985 
9 a.m.  to  5 p.m. 

Geriatric  Rehabilitation: 
Workshops  & Lectures 

April  26  & 27,  1985 


Impotence  and  Endourology 

May  1,  1985 
1 p.m.  to  5 p.m. 

Neonatal  Respiratory  Care  Update 

May  8,  1985 
9 a.m.  to  5 p.m 

2nd  Annual  Neuro-Ophthalmology  Seminar 

May  1 1 , 1985 
9 a.m.  to  1 p.m. 

Current  Concepts  in  OB/GYN 

May  15,  1985 
9 a.m.  to  5 p.m. 


As  an  organization  accredited  for  continuing  medical  education,  the  Geisinger 
Medical  Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  cf  the  American  Medical 
Association.  Starting  times  listed  are  approximate.  Please  refer  to  each 
individual  program  flyer  for  registration  fees,  starting  times,  and  number  of 
credit  hours. 

For  further  information  or  for  copies  of  individual  programs,  call  Sharon  Hanley, 
Program  Registrar,  collect  at  (717)  271-6692.  There  is  a 24  hour  answering 
service  available.  You  may  also  write  to  her  at  120  Pleasant  St.,  Danville,  PA 
17822. 
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Angina 
Protection 
with  Benefits  for 
a Lifetime 

ONCE- DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 

PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA — either  alone  or  with  a 
nitrate — is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets — 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 

START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE- DAILY 


80  120  160 

LONG  ACTING  mg  mg  mg 

• CAPSULES 


Ayerst 


The  aopearance  of 
INDERAL  LA 
capsules  is  a registered 
trademark  ot 
Ayerst  Laboratories- 


ONCE-DAILY 


JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE 
THERAPY  IN  ANGINA 


INDERALLA 

(PROPRANOLOL  HCI)  CAPSULES 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 
INDERAL  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potass'  •"  concentration  when  used  in  the 
treatment  of  hypertensive  patients  8|H  M 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  ttre  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine  induced  increases  in  the  heart  rite, 
systolic  blood  pressure,  and  the  velocity  and  extdll  of  rTjjjffiardial  contraction  Propranololi 
may  increase  oxygen  requirements  by  increasing  left  venffliula'  liberxength,  end  {rastolicjj 
pressure  and  systolic  election  period  The  net  physMpgm  effect  of  beta  adrenergic  blockade  * 
is  usually  advantageous  and  is  manifested  durina  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blocjPfre,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  aftecfsthCyCajdiar:  actjo^^otentiainje  sicjiiti- 
cance  of  the  membrane  action  in  the  treatment  of  Arrhythmias  i^uncertan 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  no^^teestabli'  fn-'  l Hela- 
adrenergic  receptors  have  been  demonstrated  iiSpe  pial  vessels  of  the  t rain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  whjch,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  Bur  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  exampleHn  paflents  wnfRevereh' 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  sub|ect  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-.adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physicians  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis 
able  to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 


MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  Iherapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
bets  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150mg/kg/day,  there  was  no  evidence  of  significant 
cir n duftr^f rt y Thuggwre  no  drug;  related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  Judies  in  mirnaisldii|t  not  show  any  impairment  of  fertility  that  was 
O attributable  to  the  drug 

Pregn&ky  fjegnanev  Cate^WC  INDERAL  has  been  shown  to  be  embryotoxic  in 
anitpal studies  atSJosi  s abouO^n^Barea^f ihan  the  maximum  recommended  human  dose 
| T* . /©ate  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  durinajuggnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  it^ws  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 

INDERAI  is  arWBstereryo  a nursing  woman 

t i diatric  Use  SaJ^SsSB^MSLvenBsr  m children  have  not  been  established 
ADVERSE  REACTIONS.  Most  tgjSvera?  effects  have  been  mild  and  transient  and  have 
rafelv  repaired  the  withdrawal  of  ’heraty. 

ardio.  i cular  bra<  t . card  .i  conge  jive  heart  tadum  intensification  of  AV  block,  hypo- 
tefsionSparerihesiii  of  hands;  thrombocytopenic  purpurg  arterial  insufficiency,  usually  of  the 
■^HaynaudType 

Central  Nervous  System  lig^«Bdedness.  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  rewKfble  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto  Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS  Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  tour  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

S6V6r3l  W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

♦The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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DERMATOLOGY 1 


June  27-29.1985 

CAROUSEL  HOTEL 

Ocean  City , Maryland 

Sponsored  by  the 

Division  of  Dermatology 

Department  of  Medicine 

University  of  Maryland  - School  of  Medicine 

DERMATOLOGY  DAYS  will  be  composed  of  two  concurrent 
symposia:  one  for  the  practicing  generalist  (internist,  pedia- 
trician and  family  physician),  the  second  symposia  is  designed 
to  help  individual  dermatologists.  Dermatology  Days  is  a sym- 
posium designed  to  help  individual  practitioners  become 
aware  of  some  of  the  most  effective  methods  of  diagnosis  and 
management  of  dermatological  problems  as  well  as  some  of  the 
newest  advances  in  the  field  of  dermatology.  The  course  will 
focus  on  the  use  of  live  patients  and  much  of  the  content  will 
be  derived  from  discussion  of  the  actual  cases  presented. 

In  summary,  this  course  will  provide  a comprehensive  up-to- 
date  exposure  to  many  of  the  problems  as  well  as  current 
trends  involved  in  the  diagnosis  and  management  of  derma- 
tological problems. 
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FAMILY  MEDICINE 
REVIEW  COURSE 
June  23-28,1985 
Carousel  Hotel 

Ocean  City,  Maryland 

Sponsored  by  the 
Department  of  Family  Medicine 
University  of  Maryland 
School  of  Medicine 

This  course  is  designed  to  update  the 
family  physician  in  current  concepts  of 
medicine  with  emphasis  on  practical  and 
clinical  aspects  of  patient  care.  New  diag- 
nostic and  therapeutic  techniques  will  be 
presented,  and  major  aspects  of  tradi- 
tional care  will  be  reviewed 


For  further  information  contact: 
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Program  of  Continuing  Education 
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School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)528-3956 
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University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528-3956 


special  feature 


has  surely  not  escaped  the  attention  of 
the  young  men  and  women  besieging 
the  medical  school  admissions  offices. 
But  my  point  here  really  is  that  even  if 
one  tells  young  people  that  in  the  year 
2000,  say,  doctors  will  only  earn  $40,000 
or  $50,000  a year,  that  won’t  bother 
many  young  people  who  know  that 
even  that  sort  of  figure  is  likely  to  be 
about  twice  what  the  average  salaried 
worker  will  get  in  the  year  2000.  Put 
bluntly,  as  compared  with  most  alterna- 
tive occupations,  being  a doctor  not 
only  pays  better  now  but  is  likely  to 
continue  paying  better  in  the  future, 
even  if  we  assume  doctors  will  earn 
about  half  of  what  they  make  now. 

But  if  people  are  eager  to  become  doc- 
tors, even  in  countries  like  the  Soviet 
Union  where  the  physician  makes  less 
than  a truck  driver,  then  there  must  be 
a strong  non-monetary  element  in  the 
motivation  of  young  would-be  doctors. 

I can  understand  that  easily.  For  one 
thing,  all  of  us  want  respect.  And  doc- 
tors, in  all  countries,  usually  get  re- 


spect, at  least  from  their  patients.  A 
doctor  is  a personage,  a somebody,  an 
essential  member  of  the  community,  re- 
gardless of  the  economic  or  social  sys- 
tem and  regardless  of  how  much  he  re- 
ceives. This  is  true  even  in  places  like 
some  Soviet  hospitals  where  doctors 
punch  time  clocks  along  with  the  people 
who  sweep  the  floors. 

A second  factor  is  that  all  of  us  want 
to  feel  useful,  want  to  believe  we’re 
helping  our  fellow  citizens.  A doctor 
knows  every  day  that  he’s  helping  his 
patients.  Occasionally  he  may  save  a 
life,  but  much  more  frequently  a doctor 
helps  his  patients  feel  better  and  im- 
proves their  quality  of  life.  The  people 
so  benefited  are  naturally  grateful,  even 
if  their  gratitude  is  expressed  only  by  a 
word  or  a note. 

Finally  in  this  volatile  world  with  all 
its  many  changes  and  unpredictable 
turns  of  fate,  a doctor  knows  that  his 
profession  offers  a kind  of  job  insurance 
few  others  have.  Think  of  all  the  physi- 
cians in  this  country  who  are  refugees, 
from  the  Germans  and  other  Europeans 
who  fled  Hitler  in  the  1930s  and  1940s 
to  the  Vietnamese,  the  Soviet  Jews,  the 


Cubans,  and  the  occasional  Afghan.  I 
certainly  pray  to  God  that  the  United 
States  never  becomes  a country  whose 
citizens  want  to  flee  because  of  the  gov- 
ernment’s policies.  But  if  that  awful 
time  were  ever  to  arrive,  American  doc- 
tors who  fled  elsewhere  would  have  an 
easier  time  getting  a job  at  their  profes- 
sion than  other  Americans  who  were  ex- 
perts, let  us  say,  in  United  States  tax 
law. 

Sure,  things  have  been  going  down- 
hill for  physicians  in  this  country,  and 
they  are  likely  to  continue  to  do  so.  The 
youngsters  now  in  medical  school  will 
probably  never  enjoy  the  kind  of  in- 
come and  independence  in  their  practice 
that  American  physicians  regarded  as 
normal  in  1975  or  even  1980.  Those 
youngsters  may  even  someday  be  gov- 
ernment employes  on  a par  with  mail- 
men and  teachers.  But  being  a doctor 
will  be  an  honored  and  worthwhile  pro- 
fession even  in  2025  or  2050.  So  per- 
haps the  young  people  applying  to  med- 
ical school  aren’t  as  crazy  as  they  may 
seem  to  physicians  who  graduated  in 
1960  or  1970  and  expect  to  see  it  all  go 
downhill  very  soon. 
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physicians  in  the  news 


Officials  of  York  County  Medical  Soci- 
ety presented  plaques  to  five  members 
who  completed  50  years  of  medical  ser- 
vice. The  physicians  honored  were: 
Lawrence  C.  Fisher,  MD;  D.  J. 
McHenry,  MD;  Frank  M.  Weaver,  MD; 
Lewis  C.  Herrold,  MD;  and  Josiah  A. 
Hunt,  MD. 

Over  200  patients  attended  a reception 
honoring  William  M.  McFadden,  MD, 
who  retired  recently  after  serving  more 
than  50  years  as  a pediatrician  in  the 
Germantown  community.  Dr.  McFad- 
den joined  the  medical  staff  of  German- 


town Hospital  as  an  intern  in  1931.  He 
served  as  chairman  of  the  pediatrics  de- 
partment for  eight  years  and  was  presi- 
dent of  the  medical  staff  from  1960- 
1961. 

Harriet  Davis,  MD,  was  honored  by 
Bucks  County  Medical  Society  for  50 
years  of  medical  service. 

Stanford  Shor,  DO,  has  been  named 
General  Practitioner  of  the  Year  for 
1984  by  the  Pennsylvania  Osteopathic 
Medical  Association. 


Northampton  County  Medical  Society 
honored  three  physicians  for  50  years  of 
service  to  the  medical  profession.  They 
are  Russell  Evan  Morgan,  MD;  S.  Mi- 
chael Lesse,  MD;  and  David  H.  Fein- 
berg,  MD. 

David  Nash,  MD,  has  been  appointed 
contributing  editor  to  the  ACP  Ob- 
server, the  monthly  publication  of  the 
American  College  of  Physicians.  Dr. 
Nash  is  a Robert  Wood  Johnson  Foun- 
dation Clinical  Scholar  at  the  Hospital 
of  the  University  of  Pennsylvania  and 
an  assistant  instructor  in  general  medi- 
cine for  the  University  of  Pennsylvania 
School  of  Medicine. 

C.  L.  Isenberg,  MD,  Saxton,  was  hon- 
ored by  his  community  for  his  medical 
services  over  the  past  50  years.  Dr. 
Isenberg  retired  in  January. 

A group  of  physicians  has  established 
the  American  Medical  Soccer  Associa- 
tion for  the  purpose  of  exchanging  med- 
ical and  general  information  about  the 
sport.  Robert  M.  Cosby,  MD,  serves  as 
president;  Patrick  D.  Daley,  MD,  is  vice 
president;  and  Gordon  C.  Spink,  DO,  is 
secretary/treasurer.  Physicians  inter- 
ested in  becoming  members  of  the  new 
association  should  contact  northeast- 
ern representative  Noah  S.  Finkel,  MD, 
205  E.  Main  Street,  Huntington,  NY 
11743. 

Iain  F.  S.  Black,  MD,  has  been  ap- 
pointed to  two  pediatric  leadership 
roles.  He  was  named  acting  chairman  of 
the  department  of  pediatrics  at  Temple 
University  School  of  Medicine,  as  well 
as  acting  director  of  the  pediatrics  de- 
partment at  St.  Christopher’s  Hospital 
for  Children. 

Alan  L.  Dorian,  MD,  was  the  guest  of 
honor  at  a retirement  reception  held  re- 
cently at  Sacred  Heart  Hospital  and 
Rehabilitation  center.  During  his  years 
of  practice,  Dr.  Dorian  has  been  active 
in  organized  medicine.  He  served  on 
various  PMS  committees  and  was 
chairman  of  the  Society’s  Council  on 
Legislation  from  1982-1984.  He  cur- 
rently is  chairman  of  the  committee  on 
medical-legal  matters  of  the  American 
College  of  Gastroenterology.  He  has 
also  held  offices  in  the  Mongomery 
County  Medical  Society,  serving  as 
president  in  1976. 
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CONCENTRATION  (ng/ml) 


Among  leading  benzodiazepines, 
only  Ativan  has  proof... 
pharmacokinetics  not  significantly 
altered  by  age.1 


Representative  charts  of  comparison  testing 


Lorazepam  is  nearly  100  percent  bioavailable 
by  the  intramuscular  and  oral  routes, 
as  compared  to  the  intravenous  Therefore, 
data  for  clearance  of  intravenous 
lorazepam  are  equally 
applicable  to  oral 
lorazepam. 


• Clearance  not  significantly  delayed  by  age, 
liver  or  kidney  dysfunction 

• Cumulative  sedative  effects  seldom  a problem 

• Available  in  0.5 -mg  tablets  to  facilitate  the 
recommended  geriatric  starting  dosage 


1 Greenblatt  DJ:  Clinical  study,  pharmacokinetics  and  bioavailability  in  the 
elderly,  Ativan®  (lorazepam ) . Data  on  file,  Wyeth  Laboratories. 

*Fourteen  subjects,  aged  60  to  84  years,  participated  in  the  study.  Twelve 
subjects,  aged  19  to  32  years,  served  as  “young controls.”  Subject  dosage  was 
adjusted  for  body  weight  and  ranged  from  1 .5  mg  to  3 0 mg  of  lorazepam. 
Within  the  study,  lorazepam  clearance  was  monitored  following  IV,  IM  and 
oral  administration  in  the  elderly  group  and  following  IV  administration  in  the 
control  group.  The  effect  of  aging  on  total  clearance  of  lorazepam  was 
relatively  small  and  not  statistically  significant.  Half-life  values  following  the 
three  different  routes  of  administration  were  essentially  identical 


Wyeth  Laboratories 

\AA  Philadelphia,  PA  191 01 


Only 

Ativan 
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© 1 985 , Wyeth  Laboratories 


See  important  information  on  following  page. 


’ Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic 
Effectiveness  in  long-term  use,  i e , more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-actmg  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 
Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
eg.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 
For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown,  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 

ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia:  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 


CARCINOGENESIS  AND  MUTAGENESIS.  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed. 

PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk . 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%).  followed  by  dizziness  (69%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S.P  Usefulness  of  dialysis  has  not  been  determined. 

e Ativan 

rOliflorazepam) 

Anxiety 


DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia,  PA  19101 


obituaries 


• Denotes  PMS  membership  at  death. 

• Herbert  J.  Bacharach,  Clearfield;  Jefferson  Medical  College  of 
Thomas  Jefferson  University,  1946;  age  62,  died  February  3,  1985. 
Dr.  Bacharach  was  an  ophthalmologist. 

• Chester  F.  Beall,  Pittsburgh;  University  of  Pennsylvania  School  of 
Medicine,  1929;  age  79,  died  January  27,  1985.  Dr.  Beall,  an  obstetri- 
cian and  gynecologist,  delivered  more  than  25,000  babies  during  54 
years  of  practicing  medicine. 

• Meyer  Bloom,  Johnstown;  New  York  University  School  of  Medi- 
cine, 1929;  age  81,  died  January  31,  1985.  Dr.  Bloom  served  on  the 
staff  of  Conemaugh  Valley  Memorial  Hospital  for  more  than  50 
years. 

• Haydn  B.  Collins,  Palmer  Township;  University  of  Pittsburgh 
School  of  Medicine,  1953;  age  60,  died  January  29,  1985.  Dr.  Collins 
was  the  director  of  Northampton  County  Mental  Health-Mental  Re- 
tardation center. 

• Cataldo  Corrado  Sr.,  Uniontown;  Jefferson  Medical  College  of 
Thomas  Jefferson  University,  1923;  age  87,  died  February  10,  1985. 
Dr.  Corrado  practiced  medicine  in  Fayette  County  for  56  years. 

• Leo  A.  Heilman,  Port  Allegany;  New  York  University  School  of 
Medicine,  1933;  age  76,  died  January  16,  1985.  Dr.  Heilman  main- 
tained a general  practice  in  Port  Allegany  since  1937. 

• Henry  B.  Hoff,  Wellsville;  The  University  of  Michigan  Medical 
School,  1929;  age  82,  died  February  6,  1985.  Dr.  Hoff  was  a general 
practitioner. 

• Gilbert  Krause,  Boca  Raton,  FL:  Jefferson  Medical  College  of 
Thomas  Jefferson  University,  1931;  age  78,  died  January  30,  1985. 
Dr.  Krause  was  chief  of  staff  at  Braddock  General  Hospital  before 
his  retirement. 

• Ernest  Spiegel,  Philadelphia;  University  of  Wien,  Austria,  1918; 
age  89,  died  January  26,  1985.  Dr.  Spiegel,  a neurologist,  was  profes- 
sor emeritus  at  Temple  University. 

• Charles  W.  Tuthill,  Pittsburgh;  Hahnemann  University  School  of 
Medicine,  1918;  age  89,  died  February  6,  1985.  Dr.  Tuthill  was  a gen- 
eral practitioner. 

Leonard  DePoncean,  Tampa,  FL;  Rush  Medical  College  of  Rush  Uni- 
versity, 1934;  age  78,  died  January  24,  1985.  Dr.  DePoncean  was  on 
the  staff  of  Warren  State  Hospital  and  practiced  medicine  in  Timblin 
until  his  retirement. 

John  A.  Luders,  Lansdale;  Jefferson  Medical  College  of  Thomas  Jef- 
ferson University;  age  75,  died  January  17,  1985.  Dr.  Luders  was 
chief  of  obstetrics  and  gynecology  at  Germantown  Hospital  before 
his  retirement  in  1969. 

Meinardo  R.  Santos,  Easton;  University  of  St.  Thomas,  Philippines, 
1955;  age  56,  died  January  23,  1985.  Dr.  Santos  was  a psychiatrist. 

Vernon  B.  Walsh  Sr.,  Ocala,  FL;  died  February  1,  1985.  Dr.  Walsh 
served  as  Wayne  County  Medical  Examiner  for  12  years  and  was 
director  of  laboratories  at  Wayne  County  Memorial  Hospital  for  over 
40  years. 


The  Educational  and  Scientific  Trust  of  the  Pennsylvania  Medical  So- 
ciety provides  you  with  a way  to  make  a significant  statement  honor- 
ing the  memory  of  and  paying  tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memorial  gift  to  the  PMS 
Educational  and  Scientific  Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to  the  donor  as  well  as  to  the 
family  of  the  deceased. 


At  PMSLIC, 
your  premium  buys 
more  than  a policy. 

Choose  PMSLIC  for  your  professional  liability  coverage.  And  when 
you  do,  you  gain  an  added  benefit— access  to  a wide  range  of  risk  man- 
agement programs.  Nearly  all  are  free  of  charge  to  our  insureds.  But 
their  real  value  lies  in  their  service  to  you  and  the  medical  profes- 
sion-reducing the  threat  of  malpractice  litigation,  through  positive, 
well-informed  action. 


Audio  tapes  of  recent  risk 
management  seminars 


“Case  File,”  a self- 
paced  educational 
packet,  stressing 
problem  areas  in 
orthopedic  surgery 
and  surgical  and 
medical  specialties* 


Regional  seminars  featuring 
noted  speakers* 


The  PMSLIC  Medical-Legal  Corres- 
pondence Course,  which  presents 
instructional  material  from  actual 
closed  malpractice  cases* 


Videotapes  highlighting 

medical-legal  issues 


Speakers  to  address 
your  group  or  local 
society* 


Category  I CME 
Credit  available 
through  the 
Pennsylvania 
^ ■y  Medical 
Society 


If  you’d  like  to  know  more  about  the  benefits  of  insuring  with  PMSLIC,  write: 
Pennsylvania  Medical  Society  Liability  Insurance  Company,  Box  303,  Lemoyne, 
PA  17043.  Or  call,  toll-free,  1-800-445-1212. 


trauma  case  report 


Paraumbilical  peritoneal  lavage 

William  E.  Moothart,  MD  Sheldon  Brotman,  MD 

Peritoneal  lavage  is  briefly  reviewed  and  a case  report  presented  in  which 
a midline  infraumbilical  semiopen  peritoneal  lavage  provided  inconclusive 
results  in  a trauma  victim.  Twelve  hours  later,  a paraumbilical  open 
approach  was  grossly  positive,  and  laparotomy  subsequently  showed  2,500 
cc.  of  intraperitoneal  blood  and  significant  intraabdominal  injury.  The 
advantages  of  paraumbilical  approach  are  discussed. 


Peritoneal  lavage  remains  the  corner- 
stone for  evaluation  of  intraperitoneal 
injury  following  blunt  trauma.  Tech- 
niques for  peritoneal  lavage  have 
evolved  through  the  years  and  cur- 
rently consist  of  closed,  semiopen,  and 
open.  Various  sites  are  available  for 
these  approaches,  including  supraumbi- 
lical,  infraumbilical,  and  the  most  re- 
cent, the  paraumbilical  approach  as  de- 
scribed by  Cox  and  Dunham.1  We 
present  a case  supporting  the  paraum- 
bilical route  as  the  method  of  choice  for 
evaluation  of  suspected  intraabdominal 
injury. 

Case  history 

G.  M.,  a 43-year-old,  male,  truck 
driver,  was  involved  in  a motor  vehicle 
accident.  His  upper  abdomen  and  lower 
anterior  chest  struck  the  steering 
wheel.  The  patient  was  transported  to 
a local  facility  where  he  was  found  to 
be  awake  and  amnesic  to  the  event. 
He  complained  of  pleuritic  chest  pain 
and  upper  abdominal  discomfort.  His 
vital  signs  were  stable:  blood  pressure, 
140/80;  pulse,  100;  and  respiration,  24. 

A peritoneal  lavage  was  performed 
using  the  semiopen  technique  in  the  in- 
fraumbilical  location.  The  results  were 
inconclusive,  with  some  technical  diffi- 
culties experienced  in  the  procedure. 
The  patient  was  admitted  for  serial  he- 
matocrits and  physical  examinations. 
He  was  transferred  to  our  facility  12 
hours  later  for  worsening  abdominal 
pain,  a widened  mediastinum,  and  a 
possible  pulmonary  contusion.  The  pa- 
tient had  been  receiving  crystalloid  at  a 
rate  of  150  cc./hr. 

Upon  arrival,  the  patient  was  found 
to  be  pale  and  diaphoretic  with  rapid, 
shallow  breathing.  Vital  signs  were: 
blood  pressure,  112/70;  pulse,  92;  and 
respiration,  44.  The  abdomen  was  dis- 
tended, tense,  and  without  bowel 
sounds.  Peritoneal  lavage  was  per- 
formed using  an  open  technique  at  the 


level  of  the  umbilicus.  After  inserting 
the  catheter,  30  cc.  of  nonclotting  blood 
was  returned  upon  aspiration;  there- 
fore, no  actual  lavage  was  performed. 
After  a normal  aortogram,  the  patient 
was  taken  to  surgery  for  an  exploratory 
laparotomy.  He  had  a Class  IV  liver  lac- 
eration, an  avulsed  gastroduodenal  ar- 
tery, and  2,500  cc.  of  intraperitoneal 
blood.  The  rectus  sheath  was  swollen, 
presumably  secondary  to  infiltration  by 
lavage  fluid  into  the  abdominal  wall 
without  penetration  of  the  peritoneal 
cavity  during  the  course  of  the  first  la- 
vage. The  patient  made  an  uneventful 
recovery  and  was  discharged  on  the 
ninth  hospital  day. 

Discussion 

Peritoneal  lavage,  when  performed 
adequately  and  with  the  results  inter- 
preted correctly,  remains  the  most  im- 
portant diagnostic  method  of  evaluat- 
ing abdominal  trauma.  Physical 
examination  of  the  abdomen  may  only 
be  45  percent  reliable  in  determining 
the  presence  of  intraabdominal  injury 
at  the  time  of  presentation  in  the  emer- 
gency room.2 

This  diagnostic  procedure  is  indi- 
cated in  the  patient  with  blunt  trauma 
presenting  with  a tender  abdomen;  in 
those  patients  with  clouded  sensorium 
secondary  to  head  injury,  alcohol  or 
drug  intoxication;  and  in  patients  with 
unreliable  examinations  secondary  to 
spinal  cord  injury  or  communication 
barriers.  It  is  also  indicated  in  patients 
with  penetrating  trauma  of  the  lower 
chest  which  may  have  crossed  the  dia- 
phragm, in  patients  with  unexplained 
drops  in  the  hematocrit  or  blood  pres- 
sure, and  in  patients  with  multiple 
trauma  who  will  undergo  a prolonged 


The  authors  are  from  the  trauma  service  of 
the  department  of  surgery  at  Geisinger  Medi- 
cal Center,  Danville. 


surgical  procedure.  (The  clinical  picture 
with  the  latter  patients  may  be  clouded 
by  operative  blood  loss  and  the  general 
anesthesia  administered.3)  The  proce- 
dure is  not  necessary  in  the  hypotensive 
patient  with  a rapidly  expanding  abdo- 
men, in  the  patient  demonstrating  free 
air  under  the  diaphragm  on  a plain  film, 
nor  in  the  patient  with  a penetrating  in- 
jury to  the  abdomen  with  obvious  inva- 
sion of  the  peritoneal  cavity. 

A collective  review  by  Powell,  et  al,  of 
a series  of  10,358  blunt  trauma  patients 
undergoing  peritoneal  lavage  for  evalu- 
ation of  the  abdomen,  showed  an  overall 
accuracy  rate  of  97.0  percent,  a false- 
positive rate  of  1.4  percent  and  a false- 
negative rate  of  1.3  percent,  with  less 
than  a 1 percent  complication  rate.4 
This  collected  series  is  indicative  of  the 
sensitivity,  the  specificity,  and  the  low 
complication  rate  when  the  procedure  is 
performed  correctly. 

The  paraumbilical  approach  offers  ad- 
vantages described  by  Cox  and 
Dunham  in  that  it  avoids  the  urachal 
ligament  or  medial  umbilical  ligament, 
which  may  produce  false-negative 
results  if  the  lavage  solution  is  trapped 
in  this  heavy  layer  of  connective  tissue.1 
This  approach  also  avoids  the  difficulty 
of  hemostasis  found  with  the  midline 
approach.  The  paraumbilical  approach 
provides  more  adequate  closure  with 
the  contraction  of  the  rectus  muscle, 
protecting  the  incision  and  thus  pre- 
venting the  opportunity  for  bowel  evis- 
ceration. The  approach  also  avoids  the 
inferior  abdominal  wall  which  may  con- 
tain dissective  blood  from  a retroperito- 
neal hemorrhage  or  ruptured  bladder. 

False-negatives  have  been  reported 
with  peritoneal  lavage  following  im- 
proper technique,  poor  hemostasis,  rup- 
tured diaphragm,56  ruptured  bladder, 
pancreatic  injury,  and  retroperitoneal 
hemorrhages.'  Further,  the  presence  of 
surgical  scars  on  the  abdomen  should 
alert  the  physician  that  injured  struc- 
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tures  and  subsequent  bleeding  may  be 
separated  from  the  peritoneal  cavity  by 
scar  tissue.  If  there  is  a known  unstable 
pelvic  fracture  or  known  retroperitoneal 
hematoma,8  a midline  supraumbilical 
approach  should  be  used  to  prevent  a 
false-positive  lavage  due  to  retrieving 
blood  which  has  dissected  up  the  infe- 
rior abdominal  wall  or  through  inadver- 
tent cannulation  of  the  retroperito- 
neum.9 

To  minimize  an  error  in  interpretation 
of  the  results  of  the  procedure,  first  and 
foremost,  proper  technique  must  be  ex- 
ecuted with  skilled  hands.  The  paraum- 
bilical approach  offers  a simplified  tech- 
nique of  a procedure  which,  when 
performed  improperly,  may  result  in  sig- 
nificant morbidity,  including  perfora- 
tions of  the  bowel  or  major  vessels.6 
Possibly  of  even  more  significance,  it 
may  provide  a false  sense  of  security 
when  erroneous  results  are  obtained,  as 
was  the  case  with  our  patient. 

If  the  results  of  initial  lavage  are 
equivocal,  or  if  the  patient’s  status  re- 
mains in  question,  repeat  lavage  may  be 
performed  at  a later  time.9 10  If  the  sta- 
tus of  the  abdomen  still  remains  in 
doubt,  a diagnostic  laparotomy  may  be 
performed  if  a firm  clinical  basis  is  es- 
tablished. Laparotomies  performed  on 
this  basis  were  positive  at  least  50%  of 
the  time  (personal  unpublished  data).  A 
negative  appendectomy  rate  of  20%  is 
appropriate  for  physicians  in  clinical 
practice,  yet  a similar  rate  of  error  in 
performing  diagnostic  laparotomies  in  a 
trauma  setting  is  usually  questioned  for 
unknown  rationale.  □ 
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medical  feature 


Dioxin:  a medical  perspective 

George  Lumb,  MD,  MRCP 

TCDD  (2,3,7,8-tetrachlorodibenzo-p-dioxin),  an 
extremely  toxic  substance,  occurs  as  a contaminant 
of  useful  compounds,  but  has  no  use  itself.  What  is 
known  of  its  toxic  potential  indicates  that  it  is  less 
toxic  in  humans  than  in  animals.  The  development 
of  chloracne  probably  can  be  used  as  a "marker"  to 
indicate  significant  exposure  in  humans.  Findings 
such  as  increased  incidence  of  peptic  ulcer  related 
to  TCDD  exposure  and  smoking  need  careful 
evaluation.  Definitive  studies  are  required  in  the 
areas  of  carcinogenicity,  mutagenicity,  and 
teratogenicity. 

This  report  is  an  overview  for  general  physicians, 
and  it  contains  references  to  pertinent  articles  in 
the  literature  on  the  subject. 


For  many  years  two  commercial  her- 
bicides, 2,4-dichlorophenoxyacetic 
acid  (2,4-D)  and  2,4,5-trichlorophenoxy- 
acetic  acid  (2,4,5-T)  have  been  used  in 
forests  for  brush  control  and  on  range 
lands  and  back  yards  for  weed  control. 
They  have  been  used  throughout  the 
United  States  and  in  most  countries  in 
the  world. 

When  manufactured,  2,4,5-T  contains 
a contaminant  known  as  2, 3, 7, 8 tetra- 
chlorodibenzo-p-dioxin  (2, 3, 7,8  TCDD), 
usually  improperly  referred  to  simply 
as  “dioxin.”  This  fact  was  first  recorded 
by  Kimmig  et  al  (1957), 1 Schulz  (1957), 2 
and  Tomita  et  al  (1959).3  The  recogni- 
tion followed  the  investigation  of  a pus- 
tular skin  eruption  known  as  chloracne, 
which  had  been  seen  in  workers  en- 
gaged in  the  manufacture  of  2,4,5-T.  In 
this  article,  dioxin;  2, 3,7, 8 TCDD;  and 
TCDD  will  be  used  synonymously.  It  is 
recognized  that  this  is  inaccurate  as 
there  are  several  tetrachlorinated  diox- 
ins among  the  75  dioxin  isomers.  How- 
ever, the  use  is  so  common  in  the  litera- 
ture that  for  the  general  reader  it  seems 
appropriate  to  continue  in  this  way. 

Chloracne  first  was  described  as  long 
ago  as  18994  and  was  recognized  to  be 
associated  with  exposure  to  chlorinated 
hydrocarbons  in  1918.5 


TCDD  is  one  of  a large  number  of  ha- 
logenated  dibenzodioxins  which  can  oc- 
cur as  contaminants  in  a variety  of  in- 
dustrial chemicals.  It  also  is  related 
structurally  to  dibenzofurans,  naphtha- 
lenes, and  biphenyls,  including  PCBs.6 
A variety  of  dioxin  isomers  are  created 
when  industrial  and  municipal  wastes 
are  incinerated  or  when  vegetation 
treated  with  chlorophenoxy  herbicides 
is  burned.7  8 9 The  American  Society  of 
Mechanical  Engineers10  reports  that 
quantities  of  TCDD  produced  by  mu- 
nicipal waste  incineration  should  pose 
no  risk  to  human  health. 

Although  dioxin  contaminates  only 
2,4,5-T  and  not  2,4-D,  the  two  are  linked 
because  they  are  found  in  approxi- 
mately equal  measures  in  a mixture 
known  by  the  United  States  military  as 
Agent  Orange,  used  for  defoliation 
spraying  operations  in  Vietnam  from 
1965  through  1970. 12  This  use  led  to  the 
ongoing  controversy  as  to  whether  the 
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exposure  may  result  in  ensuing  illness. 
This  aspect  of  the  problem  will  not  be 
addressed  here.  Instead,  the  discussion 
will  review  the  toxic  and  hazardous  ef- 
fects of  dioxin. 

The  situations  where  TCDD  exposure 
is  most  likely  to  occur  may  be  listed  in 
order  of  likelihood  as  follows: 

1.  In  industrial  work  places 

2.  At  manufacturing  plant  explo- 
sions or  accidents  (Table  1) 

3.  At  inadequate  disposal  sites  for 
hazardous  waste  material  contain- 
ing TCDD11 

4.  During  vegetation  spraying- 
civilian  and  military12 

Animal  toxicology 

TCDD  is  an  extremely  toxic  sub- 
stance ranking  with  botulinus  bacillus 
and  aflatoxin  in  its  intensity.  There  is 
considerable  species  variation  in  toxic- 
ity, thus  LD50s  vary  from  0.6  micro- 
grams per  kilogram  in  guinea  pigs  to 
115  micrograms  per  kilogram  in  New 
Zealand  albino  rabbits13  (Table  2). 

A single  dose  of  20  to  50  micrograms 
per  kilogram  produced  fatal  liver  necro- 
sis in  rabbits.2  Kimbrough14  has  re- 
viewed the  morphology  of  lesions  pro- 
duced in  animals  and  has  compared  the 
pathology  of  the  findings  with  other 
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■xtreme  toxicity  of  the  substance.  Ro- 
bb a et  a/17  have  reported  a two  year 
study  in  Sprague  Dawley  rats  using 
,hree  dose  levels  of  0.1,  0.01,  and  0.001 
nicrograms  per  kilogram.  Tumor  pro- 
luction  was  dose  related  with  no  signifi- 
:ant  increase  over  controls  at  the  0.01 
>r  0.001  levels.  However,  hepatic  nodu- 
ar  hyperplasia  was  noted  at  the  0.01 
nicrogram  per  kilogram  level.  In- 
Teased  numbers  of  hepatocellular  carci- 
lomas  were  seen  in  females,  and  squa- 
nous  cell  carcinoma  of  lung,  hard 
jalate  and  tongue  in  both  sexes  were  re- 
jorted  at  the  high  dose  level.  Consider- 
ible  body  weight  loss  and  increased 
nortality  was  seen  at  the  high  dose 
evel.  Thus  carcinogenicity  could  only 
)e  demonstrated  at  a toxic  dose  level. 

Teratology  and  fetotoxicity  studies 
ilso  are  difficult  to  perform  and  inter- 
net because  of  the  extreme  toxicity  of 
rCDD.  Teratogenicity  in  mice,  citing 
deft  palate  and  kidney  abnormalities 
las  been  reported.18  Embryotoxicity 
ind  fetotoxicity  in  rats  has  been  ob- 
;erved.19 

Mutagenicity  tests20  21  22  have  shown 
rCDD  to  be  positive  in  the  AMES  test, 
)ut  dominant  lethal  and  cytogenetic 
‘valuations  have  been  negative.  Other 
•eports  of  in  vitro  mutagenicity  are  not 
:onvincing.  Many  more  sophisticated 
nutagenesis  studies  should  be  per- 
orated. 

Toxicity  in  humans 

Many  reports  have  appeared  in  the 
iterature  relating  to  adverse  effects 
rom  2,4-D;  2,4,5-T;  and  TCDD  (dioxin). 
VIost  of  these  are  either  individual  case 
■eports  or  letters  to  journals.  It  is  very 


Table  2 
LD50s 

Micrograms 
per  kilogram 

juinea  pig 

0.6 

at  (S.D.,  male) 

22.0 

at  (S.D.,  female) 

45.0 

hesus  monkey 

less  than  70 

abbit 
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Reference  13:  Henck,  J.W.,  et  al 


difficult  to  distinguish  which  of  the 
three  compounds  mentioned  above  may 
have  been  responsible  for  the  toxic  ef- 
fects described.  Most  of  the  data  relat- 
ing to  2,4-D  come  from  spraying  inci- 
dents, while  data  from  2,4,5-T  and 
TCDD  come  from  industrial  exposures. 
Some  of  the  reports  are  from  cases  re- 
sulting from  occupational  exposures 
and  others  from  personnel  exposed  ei- 
ther during  clean-up  operations  or  in  de- 
contaminating workshops  where  acci- 
dents occurred.22  After  analyzing  these 
reports,  most  observers  have  felt  the 
TCDD  (dioxin)  contaminant  of  2,4,5-T 
is  the  agent  mainly  responsible  for  hu- 
man toxicity,  and  the  agent  that  causes 
the  condition  of  chloracne.  No  report 
however,  completely  vindicates  2,4,5-T 
as  a significantly  toxic  agent.  Many  sci- 
entists believe  that  chloracne  can  be 
used  as  a “marker”  for  significant  expo- 
sure to  TCDD.21 

In  an  attempt  to  obtain  more  defini- 


Table  3 

Organs  preferentially  affected 
in  different  species 
Species  Organs 


rat 

liver,  thyroid 

mouse 

liver 

rabbit 

guinea  pig,  rat 

liver,  skin 

and  mouse  pups 

thymus,  lymph  nodes 

monkey 

bone  marrow,  skin, 
gastrointestinal  tract 

chicken 

generalized  edema, 
vascular  system 

horse 

skin,  liver, 
gastrointestinal 
tract,  hoofs 

cow 

skin,  hoofs,  squamous 
metaplasia  of 
epithelium  at  different 
sites,  urinary  bladder, 
thyroid 

Taken  from  Kimbrough,  R.,  Morphology  of 
lesions  produced  by  the  dioxins  and  related 
compounds.  Human  and  Environmental 
Risks  of  Chlorinated  Dioxins  and  Related 
Compounds,  ed.  Richard  E.  Tucker,  et  al, 
NY:  Plenum  Press,  1983. 
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Dioxin:  a medical  perspective 

George  Lumb,  MD,  MRCP 

TCDD  (2,3,7, 8-tetrachlorodibenzo- 
extremely  toxic  substance,  occurs  a 
of  useful  compounds,  but  has  no  us 
known  of  its  toxic  potential  indicate 
toxic  in  humans  than  in  animals.  T 
of  chloracne  probably  can  be  used 
indicate  significant  exposure  in  hur 
such  as  increased  incidence  of  pepl 
to  TCDD  exposure  and  smoking  nee 
evaluation.  Definitive  studies  are  re 
areas  of  carcinogenicity,  mutagenic 
teratogenicity. 

This  report  is  an  overview  for  gei 
and  it  contains  references  to  pertinc 
the  literature  on  the  subject. 


For  many  years  two  commercial  her- 
bicides, 2,4-dichlorophenoxyacetic 
acid  (2,4-D)  and  2,4,5-trichlorophenoxy- 
acetic  acid  (2,4,5-T)  have  been  used  in 
forests  for  brush  control  and  on  range 
lands  and  back  yards  for  weed  control. 
They  have  been  used  throughout  the 
United  States  and  in  most  countries  in 
the  world. 

When  manufactured,  2,4,5-T  contains 
a contaminant  known  as  2, 3, 7, 8 tetra- 
chlorodibenzo-p-dioxin  (2, 3, 7, 8 TCDD), 
usually  improperly  referred  to  simply 
as  “dioxin.”  This  fact  was  first  recorded 
by  Kimmig  et  al  (1957), 1 Schulz  (1957), 2 
and  Tomita  et  al  (1959). 3 The  recogni- 
tion followed  the  investigation  of  a pus- 
tular skin  eruption  known  as  chloracne, 
which  had  been  seen  in  workers  en- 
gaged in  the  manufacture  of  2,4,5-T.  In 
this  article,  dioxin;  2, 3, 7, 8 TCDD;  and 
TCDD  will  be  used  synonymously.  It  is 
recognized  that  this  is  inaccurate  as 
there  are  several  tetrachlorinated  diox- 
ins among  the  75  dioxin  isomers.  How- 
ever, the  use  is  so  common  in  the  litera- 
ture that  for  the  general  reader  it  seems 
appropriate  to  continue  in  this  way. 

Chloracne  first  was  described  as  long 
ago  as  18994  and  was  recognized  to  be 
associated  with  exposure  to  chlorinated 
hydrocarbons  in  1918.5 


TCDD  is  one  of  a large  number  of  he 
logenated  dibenzodioxins  which  can  o( 
cur  as  contaminants  in  a variety  of  ir 
dustrial  chemicals.  It  also  is  relate' 
structurally  to  dibenzofurans,  naphthe 
lenes,  and  biphenyls,  including  PCBs 
A veiriety  of  dioxin  isomers  are  create 
when  industrial  and  municipal  waste 
are  incinerated  or  when  vegetatio 
treated  with  chlorophenoxy  herbicide 
is  burned.7  89  The  American  Society  c 
Mechanical  Engineers10  reports  tha 
quantities  of  TCDD  produced  by  mi 
nicipal  waste  incineration  should  pos 
no  risk  to  human  health. 

Although  dioxin  contaminates  onl 
2,4,5-T  and  not  2,4-D,  the  two  are  linke 
because  they  are  found  in  approx 
mately  equal  measures  in  a mixtur 
known  by  the  United  States  military  a 
Agent  Orange,  used  for  defoliatio 
spraying  operations  in  Vietnam  fror 
1965  through  1970. 12  This  use  led  to  th 
ongoing  controversy  as  to  whether  th 
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polychlorinated  aromatic  hydrocar- 
bons. Kimbrough,14  Stevens,15  and  Mc- 
Connell and  Moore6  have  commented  on 
the  fact  that  although  there  are  consid- 
erable differences  in  the  effects  in  differ- 
ent species,  the  pattern  of  toxicity 
within  a species  is  similar  for  all  mem- 
bers of  the  chemical  class.  TCDD  in  all 
instances  is  the  most  toxic  of  the  com- 
pounds. 

In  rat  liver,  centrilobular  hepatocyte 
enlargement  occurs  with  considerable 
enzyme  induction  and  smooth  endoplas- 
mic reticulum  proliferation.  Hepatocyte 
necrosis,  ensuing  fibrosis,  and  hyper- 
plastic nodule  development  occurs.  The 
hyperplastic  nodules  are  sometimes 
designated  neoplastic  nodules.16  Prefer- 
entially affected  organs  in  different  spe- 
cies are  shown  in  Table  3. 

Skin  lesions  resembling  the  chloracne 
of  humans  can  be  studied  in  monkeys  or 
in  the  middle  ear  of  rabbits  after  dermal 
application  or  oral  ingestion.14  6 

Carcinogenicity  studies  are  difficult 
to  perform  as  the  maximum  tolerated 
dose  (MTD)  is  very  low  because  of  the 


Table  1 

Industrial  explosions  involving  TCDD 
Year  Location 


1949 

Monsanto 
Nitro,  WV 

1953 

BASF 

Ludwigshafen,  W.  Germany 

1956 

Rhone  Poulenc 
Grenoble,  France 

1962 

Italy 

1963 

Philips-Duphar 

Amsterdam,  The  Netherlands 

1966 

Rhone  Poulenc 
Grenoble,  France 

1968 

Coalite  & Chemicals  Products 
Bolsover,  Derbyshire,  UK 

1976 

ICMESA 
Seveso,  Italy 

Modified  from  Table  5-1,  “Review  of 
Literature  on  Herbicides  Including  Phenoxy 
Herbicides  and  Associated  Dioxins,  ” Dept, 
of  Medicine  and  Surgery,  Veterans 
Administration,  Washington,  DC. 


extreme  toxicity  of  the  substance.  Ko- 
ciba  et  al 17  have  reported  a two  year 
study  in  Sprague  Dawley  rats  using 
three  dose  levels  of  0.1,  0.01,  and  0.001 
micrograms  per  kilogram.  Tumor  pro- 
duction was  dose  related  with  no  signifi- 
cant increase  over  controls  at  the  0.01 
or  0.001  levels.  However,  hepatic  nodu- 
lar hyperplasia  was  noted  at  the  0.01 
microgram  per  kilogram  level.  In- 
creased numbers  of  hepatocellular  carci- 
nomas were  seen  in  females,  and  squa- 
mous cell  carcinoma  of  lung,  hard 
palate  and  tongue  in  both  sexes  were  re- 
ported at  the  high  dose  level.  Consider- 
able body  weight  loss  and  increased 
mortality  was  seen  at  the  high  dose 
level.  Thus  carcinogenicity  could  only 
be  demonstrated  at  a toxic  dose  level. 

Teratology  and  fetotoxicity  studies 
also  are  difficult  to  perform  and  inter- 
pret because  of  the  extreme  toxicity  of 
TCDD.  Teratogenicity  in  mice,  citing 
cleft  palate  and  kidney  abnormalities 
has  been  reported.18  Embryotoxicity 
and  fetotoxicity  in  rats  has  been  ob- 
served.19 

Mutagenicity  tests20  21  22  have  shown 
TCDD  to  be  positive  in  the  AMES  test, 
but  dominant  lethal  and  cytogenetic 
evaluations  have  been  negative.  Other 
reports  of  in  vitro  mutagenicity  are  not 
convincing.  Many  more  sophisticated 
mutagenesis  studies  should  be  per- 
formed. 

Toxicity  in  humans 

Many  reports  have  appeared  in  the 
literature  relating  to  adverse  effects 
from  2,4-D;  2,4,5-T;  and  TCDD  (dioxin). 
Most  of  these  are  either  individual  case 
reports  or  letters  to  journals.  It  is  very 


Table  2 
LDSOs 

Micrograms 
per  kilogram 

guinea  pig 

0.6 

rat  (S.D.,  male) 

22.0 

rat  (S.D.,  female) 

45.0 

rhesus  monkey 

less  than  70 

rabbit 

115 

Reference  13:  Henck,  J.W.,  et  al 


difficult  to  distinguish  which  of  the 
three  compounds  mentioned  above  may 
have  been  responsible  for  the  toxic  ef- 
fects described.  Most  of  the  data  relat- 
ing to  2,4-D  come  from  spraying  inci- 
dents, while  data  from  2,4,5-T  and 
TCDD  come  from  industrial  exposures. 
Some  of  the  reports  are  from  cases  re- 
sulting from  occupational  exposures 
and  others  from  personnel  exposed  ei- 
ther during  clean-up  operations  or  in  de- 
contaminating workshops  where  acci- 
dents occurred.23  After  analyzing  these 
reports,  most  observers  have  felt  the 
TCDD  (dioxin)  contaminant  of  2,4,5-T 
is  the  agent  mainly  responsible  for  hu- 
man toxicity,  and  the  agent  that  causes 
the  condition  of  chloracne.  No  report 
however,  completely  vindicates  2,4,5-T 
as  a significantly  toxic  agent.  Many  sci- 
entists believe  that  chloracne  can  be 
used  as  a “marker”  for  significant  expo- 
sure to  TCDD.24 

In  an  attempt  to  obtain  more  defini- 


Table  3 

Organs  preferentially  affected 
in  different  species 
Species  Organs 


rat 

liver,  thyroid 

mouse 

liver 

rabbit 

guinea  pig,  rat 

liver,  skin 

and  mouse  pups 

thymus,  lymph  nodes 

monkey 

bone  marrow,  skin, 
gastrointestinal  tract 

chicken 

generalized  edema, 
vascular  system 

horse 

skin,  liver, 
gastrointestinal 
tract,  hoofs 

cow 

skin,  hoofs,  squamous 
metaplasia  of 
epithelium  at  different 
sites,  urinary  bladder, 
thyroid 

Taken  from  Kimbrough,  R.,  Morphology  of 
lesions  produced  by  the  dioxins  and  related 
compounds.  Human  and  Environmental 
Risks  of  Chlorinated  Dioxins  and  Related 
Compounds,  ed.  Richard  E.  Tucker,  et  al, 
NY:  Plenum  Press,  1983. 
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tive  information  on  TCDD  contamina- 
tion of  humans,  the  Veterans  Adminis- 
tration is  conducting  a study  of  TCDD 
content  in  human  fat.  It  is  known  that 
TCDD  accumulates  preferentially  in 
the  fat  of  certain  laboratory  animals. 
The  study  in  humans  will  include  ex- 
posed and  nonexposed  people  in  order 
to  establish  a base  line.  Results  are  ex- 
pected this  year.  Preliminary  data  do 
not  show  a good  correlation  between  ex- 
posure and  content.25 

A number  of  studies  by  various  gov- 
ernment agencies  designed  to  examine 
possible  effects  of  Vietnamese  veterans 
are  essentially  negative.  While  these 
may  have  importance  from  the  political 
and  sociologic  viewpoint,  they  have  lit- 
tle value  as  toxicity  evaluations,  be- 
cause dosage  cannot  be  assessed.  In 
many  cases  there  is  not  even  convincing 
proof  that  exposure  to  TCDD  actually 
occurred. 

Ott  et  al'J"  examined  the  mortality  of 
workers  at  the  Dow  Chemical  plant  who 
had  been  exposed  to  the  manufacture  of 

2,4,5-T  during  production  between  the 
years  of  1950  and  1971.  Many  of  the 
workers  had  been  exposed  to  a number 
of  other  chemicals  and  there  were  no 
cases  of  chloracne  among  those  studied. 

Reviews  of  other  accidents  and  expo- 
sures in  industry  are  even  harder  to  an- 
alyze. The  most  disappointing  follow-up 
is  that  which  took  place  after  the  explo- 
sion in  Italy  at  Seveso.  Here,  approxi- 
mately 37,000  people  were  exposed  to 
varying  doses  of  TCDD.  A large  num- 
ber are  known  to  have  developed  chlor- 
acne, usually  in  a mild  form.  The  follow- 
up has  been  somewhat  inadequate  and 
the  recent  review  submitted  to  the 
American  Medical  Association  Review 
Committee  provides  no  information  for 
definitive  analysis.31 

A recent  and  important  mortality 
study  is  by  Zack  and  Suskind.2h  They 
selected  121  people  who  had  chloracne 
following  the  trichlorophenol  process 
accident  at  Nitro,  West  Virginia  in 
1949.  This  substance  is  the  precursor  of 

2,4,5-T  and  contains  dioxin  (TCDD)  as  a 
contaminant.  They  performed  a stan- 
dardized mortality  analysis  and  found 
that  the  actual  deaths  (32  from  all 
causes)  were  less  than  the  expected 
deaths  of  46.41.  This  was  a statistically 
significant  result.  There  were  no  appar- 
ent excessive  deaths  from  malignant 
neoplasms  or  diseases  of  the  circulatory 


system.  There  were  nine  deaths  from 
malignant  tumors:  five  due  to  lung  can- 
cers (four  of  them  in  cigarette  smokers); 
three  were  of  the  lymphatic  and  hema- 
topoietic system;  and  one  was  diag- 
nosed as  a malignant  fibrous  histiocy- 
toma. This  latter  observation  is  of 
importance  as  will  be  noted  later. 

A 30  year  clinical  epidemiologic 
follow-up  review  of  204  workers  who 
were  exposed  to  TCDD  in  the  same 
plant  as  in  the  mortality  study  dis- 
cussed above,  together  with  a control 
group  of  163  workers  who  had  not  been 
exposed,  has  recently  been  published.2' 
This  gives  the  opportunity  to  have  a 
statistically  evaluated  mortality  study, 
together  with  a long  term  exposure 
analysis  from  the  same  group  popula- 
tion. The  following  facts  emerge: 

86.3  percent  of  the  exposed  popula- 
tion developed  chloracne.  None  of 
the  nonexposed  were  so  affected.  In 
55.7  percent  of  the  exposed  popula- 
tion, the  chloracne  persisted  for  30 
years  and  in  addition,  there  was  ac- 
tinic elastosis  in  the  area  of  the 
chloracne.  There  was  no  evidence  of 
tumor  formation  in  the  skin  af- 
fected. An  upper  gastrointestinal 
ulcer  incidence  was  four  times  more 
frequent  in  the  exposed  population 
than  in  the  unexposed  population. 
Those  exposed  workers  who  smoked 
at  the  time  when  the  study  was  per- 
formed had  a higher  incidence  of  both 
the  acne  and  the  gastrointestinal  ulcers. 
They  also  showed  significantly  de- 
creased pulmonary  function  compared 
with  the  nonexposed  population  who 
also  smoked.  Negative  findings  in  this 
report2'  are  as  follows: 

There  was  no  relation  between  ex- 
posure to  TCDD  and  development 
of  cardiovascular,  renal,  or  liver  dis- 
ease; infections;  reproduction  disor- 
ders; or  neurologic  disorders  (in- 
cluding no  evidence  of  nerve 
conduction  velocity  abnormalities). 
No  differences  between  the  exposed 
and  nonexposed  groups  were  found 
in  SGOT,  SGPT,  or  alkaline  phos- 
phatase levels,  at  the  10  to  30  year 
periods.  Such  elevations  have  been 
reported  by  other  workers  in  popu- 
lations exposed  to  dioxin  for  short 
or  long  periods.2' 

Discussion 

Animal  experiments  show  dioxin  is  a 
carcinogen  in  rats  and  mice.  Hepatocel- 
lular carcinomas  have  been  the  most  im- 
portant tumors  identified.  The  tumors 
reported  in  animals,  however,  have  only 


occurred  at  doses  which  produce  gener- 
alized toxicity.  One  animal  observation 
of  interest  is  a study  recently  completed 
by  the  National  Toxicology  Program.14 
Swiss  Webster  mice  dermally  exposed 
to  TCDD  at  doses  of  0.005  micrograms 
per  kilogram  in  females  and  0.001  mi- 
crograms per  kilogram  in  males  devel- 
oped fibrosarcomas  in  the  integumen- 
tary system.  The  significance  of  these 
findings  is  not  yet  fully  developed. 

In  view  of  the  problems  related  to  ac- 
curate observations  of  animal  toxicol- 
ogy, it  is  important  to  continue  studies 
of  potential  tumor  development  in  hu- 
mans. One  unresolved  problem  related 
to  exposure  to  dioxins  is  the  question  of 
whether  or  not  patients  develop  soft  tis- 
sue sarcomas  following  exposure. 

In  1977  two  studies  indicated  that 
Swedish  workers  using  herbicides  in  the 
forests  had  five  times  the  risk  of  devel- 
oping soft  tissue  sarcomas.  These  peo- 
ple had  been  exposed  to  a variety  of  her- 
bicides and  it  is  difficult  to  identify 
which  particular  toxic  substance  might 
have  been  related  to  the  tumor  develop- 

, 32.33 

ment. 

Four  mortality  studies26  30  34,35  con- 
ducted in  the  United  States  related 
to  workers  exposed  to  the  herbicide 

2,4,5-T  or  its  chemical  precursor  tri- 
chlorophenol were  reported.  It  can  be 
assumed  these  workers  were  exposed  to 
TCDD  as  a contaminant.  There  was  no 
statistical  evidence  of  excess  of  total 
mortality  or  death  from  cancer  as  a 
result  of  an  exposure  to  dioxin  in  any  of 
these  individual  studies. 

Later  Honchar  and  Halperin,b  com- 
bined all  the  cases  in  the  four  studies, 
and  noted  that  three  (2.9  percent)  of  the 
total  of  105  deaths  in  the  four  studies 
had  been  attributed  to  soft  tissue  sarco- 
mas. They  then  related  this  to  national 
death  certificate  figures  where  only  0.07 
percent  mortality  was  expected.  A 
fourth  person  who  subsequently  died, 
but  was  alive  at  the  time  of  the  report 
also  was  found  to  have  a soft  tissue  sar- 
coma.1 In  addition  to  these  cases,  three 
others  have  been  described  in  the  litera- 
ture as  case  reports.3639 

These  seven  cases  have  been  care- 
fully reviewed  by  Fingerhut  and  co- 
workers.40 They  confirm  the  seven  pa- 
tients had  probably  been  exposed  to 
TCDD,  although  only  four  had  com- 
pany records  of  assignments  to  pro- 
cesses making  TCDD-contaminated 
products.  They  obtained  tissue  sam- 
ples, which  were  reviewed  by  two  inde- 
pendent experts.  Two  cases  were  ruled 
out  by  the  two  reviewers  as  being 
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poorly  differentiated  carcinomas,  leav- 
ing five  cases  for  review.  The  three  indi- 
vidual case  reports  are  difficult  to  eval- 
uate as  there  are  no  figures  to  compare 
them  with.  In  other  words,  the  popula- 
tion from  which  the  patients  came  is  un- 
known. The  other  two  cases  remain,  one 
of  which  is  the  case  reported  by  Zack 
and  Suskind  from  the  explosion  in  West 
Virginia  in  1949.26 

How  can  these  cases  be  related  to  the 
“national  statistically  expected  number 
of  soft  tissues  sarcomas”?  This  figure  is 
extremely  difficult  to  assess  because  of 
the  nature  of  the  tumors.  First  there  is 
the  problem  of  diagnosis.  Not  all  pa- 
thologists, even  those  who  see  a large 
number  of  soft  tissue  sarcomas,  agree 
on  a particular  histopathologic  diagno- 
sis even  though  they  may  agree  that  a 
tumor  is  a sarcoma.  Second,  the  na- 
tional statistics  of  expectancy  are  based 
on  death  certificates  which  are  fre- 
quently inaccurate  and  therefore  of  lim- 
ited statistical  value. 

Third,  soft  tissue  sarcomas  are  diffi- 
cult to  identify  because  the  interna- 
tional classification  of  disease  system41 
is  organized  by  anatomic  sites.  Thus,  as 
an  example,  a leiomyoma  arising  in  the 
stomach  would  be  classified  as  a tumor 
of  the  stomach.  There  is  an  interna- 
tional coding  (ICD171)  for  “malignant 
neoplasms  of  the  soft  and  connective 
tissue.”  It  is  estimated  that  40  percent 
of  soft  tissue  sarcomas  are  coded  in  cat- 
egories other  than  ICD171.  This  means 
a national  statistic  based  on  this  coding 
would  indicate  a much  lower  antici- 
pated number  of  soft  tissue  sarcomas 
than  is  actually  the  fact. 

Despite  these  problems,  the  number 
of  tumors  occurring  in  the  United 
States  and  Sweden  in  workers  probably 
exposed  to  TCDD  does  cause  some  con- 
cern. Although  at  the  present  time  the 
number  of  well  confirmed  tumors  is 
small,  it  is  a subject  that  must  be  inves- 
tigated in  greater  detail.  The  develop- 
ment of  sarcoma  in  the  integument  of 
mice  following  dermal  application  of 
dioxin,  referred  to  earlier,14  also  must  be 
studied  further. 

It  already  has  been  stated  that  there 
are  considerable  differences  in  toxic  ef- 
fect in  different  animal  species.  One  ani- 
mal proven  more  resistant  than  others 
to  dioxin  is  the  beagle  dog.  The  reason 
; for  this,  some  investigators42  suggest  is 
that  dogs  convert  TCDD  to  its  metabo- 
lites at  a much  higher  rate,  and  the 
crude  canine  biliary  metabolite  is  at 
least  100  times  lower  in  its  toxic  effect 
than  TCDD  itself.  TCDD  metabolites 


differ  among  individual  animal  spe- 
cies,42 and  clearly  this  aspect  of  the 
problem  requires  further  investigation, 
particularly  as  it  relates  to  man.  Con- 
siderable evidence  suggests  humans  are 
less  violently  affected  by  exposure  to 
TCDD  than  other  animal  species. 

Two  aspects  of  this  problem  have  not 
been  addressed  here.  The  first  is  a ques- 
tion of  possible  effects  produced  by 
dioxin  on  military  personnel  serving  in 
Vietnam  during  the  Agent  Orange 
spraying  operation.  At  the  present 
time,  lacking  adequate  scientific  infor- 
mation, this  must  remain  a legal  and 
emotional  problem.  The  second  relates 
to  disposal  of  waste  material  containing 
dioxins  and  related  chemicals.  This  is  a 
matter  of  great  urgency  and  has  to  be 
considered  along  with  the  broad  prob- 
lem of  hazardous  waste  disposal.  Expe- 
riences such  as  Love  Canal,  Three  Mile 
Island,  and  Times  Beach  must  lead  to 
decisions  for  future  action  based  on  sci- 
entific validity.  It  is  safer  and  more  eco- 
nomical to  prevent  a mess  than  to  clear 
it  up  afterward.  □ 
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PHYSICIANS  WANTED 

Pennsylvania  — Emergency  physician  system.  Needs  several 
fulltime  emergency  physicians  for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor  arrangements.  The  sys- 
tem is  on  a “fee-for-service”  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

NEEMA  Emergency  Medical  — a professional  association.  Emer- 
gency medicine  positions  available  with  emergency  physician  group 
in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and  throughout  New  England,  the 
Southeast,  and  the  Midwest,  including  all  suburban,  rural  and  metro- 
politan areas.  Fee-for-service  with  minimum  guarantee  provided.  Mal- 
practice paid.  Practice  credits  toward  board  certification.  Physicians 
department  directors  also  desired.  Please  send  resume  to:  NEEMA 
Emergency  Medical,  Suite  400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  (215)  925-351 1 in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligible.  Mental  hospital  in 
metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and  close 
to  Pocono  resort  area.  Good  salary  with  excellent  fringe  and  retire- 
ment benefits.  Pennsylvania  license  required.  Contact  Mrs.  Kathleen 
D.  Reese,  ACSW,  Superintendent,  Clarks  Summit  State  Hospital, 
Clarks  Summit,  Pennsylvania  18411;  (717)  586-2011. 

Immediate  full-time  position  available  in  central  Pennsylvania  for 
personable,  American-trained  emergency  medicine  specialist.  Board 
certified  or  Board-prepared  candidates  preferred,  but  not  essential. 
Rural  hospital  located  20  miles  from  State  College.  Excellent  benefit 
package  and  competitive  salary.  Physicians  associated  with  large 
teaching  hospital.  Submit  CV  to  Administrator,  M.V.M.G.,  Three  Medi- 
cal Center  Drive,  Philipsburg,  PA  16866,  or  call  (814)  342-5402. 

Cardiologist  or  internist  with  special  interest  in  cardiology 
wanted  — private  practice  available  in  non-invasive  clinical  cardiol- 
ogy with  opportunity  for  supplemental  practice  in  internal  medicine 
for  Board-certified/eligible  physician  at  155-bed  hospital  in  central 
Pennsylvania  university  community.  Send  CV  to  Administrator,  Evan- 
gelical Community  Hospital,  Lewisburg,  PA  17837. 

Internist  — Unique  opportunity  for  the  right  person  to  join  a dynamic 
exciting  group  practice  in  Pittsburgh.  Excellent  salary  with  all  fringes. 
Partnership  available.  Please  send  CV  to  Department  986,  Pennsyl- 
vania Medicine.  20  Erford  Road,  Lemoyne,  PA  17043. 

Anterior  segment  fellowship  in  busy  private  practice  associated 
with  medical  college.  Intraocular  lens  implantation,  including  poste- 
rior chamber  and  anterior  chamber  lenses.  Extracapsular  and  pha- 
coemulsification techniques.  Argon  and  Yag  Laser.  Excellent  benefits 
plus  fringes.  Send  CV  and  career  objectives  to  Box  100,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Ocean  City  — Career  opportunities  for  Board  certified  internists  and 
family  practitioners  to  work  in  free  standing  clinic  in  coastal  MD.  Ex- 
cellent salary  and  malpractice  insurance  provided.  Please  send  CV  to 
Fern  Blum  at  6227  Executive  Blvd.,  Rockville,  MD  20852,  or  call  (301) 
984-0353. 

Emergency  physicians  — Emergency  medicine  opportunities  avail- 
able for  career  oriented  medical  directors  and  staff  physicians  li- 
censed in  MD  and/or  PA.  Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent  experience. 
Competitive  income  and  malpractice  insurance  provided.  Please 
send  CV  to  Fern  Blum  at  6227  Executive  Blvd.,  Rockville,  MD  10852, 
or  call  (301)  984-0353. 

Retinal  specialist  to  join  busy  ophthalmologist  in  center  city  Philadel- 
phia. Part-time  associate.  Send  CV  to  Box  107,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  during  July  and  August,  for  children’s  camp  located  at 
Beach  Lake,  PA,  accommodates  350  campers,  age  6-16;  complete 
modern  health  center,  2 RNs  in  attendance;  will  accept  one  MD  for 


each  month;  no  children  accepted  who  are  of  camp  age.  Camp  opens 
June  30  and  closes  August  24.  Private  room  and  facilities.  Write  to 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  Street,  Brooklyn, 
NY  11201,  and  include  your  phone  number. 

Ob-Gyn,  BE/BC,  to  join  progressive  well  established  3 man  group  in 
central  PA  cosmopolitan  university  town  in  rural  setting.  Many  cultural 
and  recreational  opportunities;  excellent  school  system.  Office  facili- 
ties include  ultrasound  fetal  monitoring,  and  colposcopy.  Modern 
community  hospital  offers  birthing  center.  Excellent  salary  and  bene- 
fits leading  to  parity.  Reply:  Ob-Gyn  Group,  251  Easterly  Parkway, 
State  College,  PA  16801. 

Internal  medicine  — Full-time  opportunities  available  for  Board  certi- 
fied or  Board  eligible  physicians  for  busy  inpatient  internal  medicine 
department  of  south  Florida  hospital.  Clinic  positions  also  available  in 
Tampa,  Palm  Beach,  and  Miami.  Send  CV  to  Fern  Blum,  EMSA,  8200 
W.  Sunrise  Blvd.,  Building  C,  Plantation,  Florida  33322  or  call  305- 
472-6922. 

Internist  wanted  to  join  rapidly  growing  solo  practice  in  northwest 
Philadelphia.  A commitment  to  the  primary  care  of  low  and  middle 
income  patients  is  desired.  This  is  a special  opportunity  for  a physi- 
cian seeking  traditional  private  practice  leading  to  early  partnership. 
Send  CV  to  Box  117,  Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Family  practitioner  — We  are  a 43-bed,  rural  community  hospital  in 
a friendly,  southwestern  PA  town  seeking  a conscientious  and  caring 
family  practitioner  to  locate  nearby.  Qualified  individual  could  estab- 
lish a solo  practice  or  possibly  enter  a partnership  with  member  of  our 
staff.  We  will  provide  financial  support/guarantee.  Reply  to  Box  116, 
Pennsylvania  Medicine.  20  Erford  Road,  Lemoyne,  PA  17043. 

Cardiologist  — Board  eligible/certified  cardiologist  needed.  Should 
be  proficient  in  catheterization  and  implantation  of  permanent  and 
temporary  pacemakers.  Both  invasive  and  non-invasive  experience 
preferred.  For  information,  call  Donald  B.  Dawson,  Director  of  Physi- 
cian Staffing,  toll-free  at  1-800-446-2255;  in  California  call  1-800-336- 
2255.  For  opportunities  in  Utah  call  Maryalys  Poulson  collect  at  801- 
355-1234.  FHP  Professional  Staffing,  400  Oceangate  Blvd.,  Ste. 
1317,  Long  Beach,  CA  90802. 

Internist  — Board  eligible/certified  internist  needed.  Full  range  of  in 
hospital  and  outpatient  work  responsibilities.  For  information,  call 
Donald  B.  Dawson,  Director  of  Physician  Staffing,  toll-free  at  1-800- 
446-2255;  in  California  call  1-800-336-2255.  For  opportunities  in  Utah 
call  Maryalys  Poulson  collect  at  801-355-1234.  FHP  Professional 
Staffing,  400  Oceangate  Blvd.,  Ste.  1317,  Long  Beach,  CA  90802. 

Family  practitioner  — Outpatient  care  full-time  position  available  for 
residency  trained,  Board  eligible/Board  certified  family  practitioner  in- 
terested in  a position  involving  outpatient  care.  Pediatrics,  prenatal 
care,  adult  medicine,  orthopedics  and  minor  surgery  responsibilities 
are  available.  For  information,  call  Donald  B.  Dawson,  Director  of 
Physician  Staffing,  toll-free  at  1-800-446-2255;  in  California  call 
1-800-336-2255.  For  opportunities  in  Utah  call  Maryalys  Poulson  col- 
lect at  801-355-1234.  FHP  Professional  Staffing,  400  Oceangate 
Blvd.,  Ste.  1317,  Long  Beach,  CA  90802. 

Urologist  — Board  eligible/Board  certified  urologist  needed  for  busy 
surgical  practice.  Individual  should  have  both  adult  and  pediatric  ex- 
perience. For  information,  call  Donald  B.  Dawson,  Director  of  Physi- 
cian Staffing,  toll-free  at  1-800-446-2255;  in  California  call  1-800-336- 
2255.  For  opportunities  in  Utah,  call  Maryalys  Poulson  collect  at 
801-355-1234.  FHP  Professional  Staffing,  400  Oceangate  Blvd.,  Ste. 
1317,  Long  Beach,  CA  90802. 

FHP  is  seeking  an  orthopedic  surgeon  who  has  completed  or  is 
currently  involved  in  a total  arthroplasty  fellowship,  or  an  orthopedic 
surgeon  with  extensive  experience  in  total  joint  replacement  with  par- 
ticular reference  to  revision  arthroplasty.  For  information,  call  Donald 
B.  Dawson,  Director  of  Physician  Staffing,  toll-free  at  1-800-446-2255; 
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in  California  call  1-800-336-2255.  For  opportunities  in  Utah  call  Ma- 
ryalys  Poulson  collect  at  801-355-1234.  FHP  Professional  Staffing, 
400  Oceangate  Blvd.,  Ste.  1317,  Long  Beach,  CA  90802. 

Pennsylvania,  northwest:  Emergency  physicians.  Immediate  full- 
time positions  and  directorships  available  in  attractive  location.  An- 
nual emergency  department  volume  of  12,000.  Excellent  compensa- 
tion including  malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc.,  One  Windemere  Place,  Room  27,  Petoskey,  Ml 
49770;  1-800-253-7092. 

Medical  director/psychiatrist  — Outstanding  opportunity  for  dy- 
namic, highly  skilled  psychiatrist.  The  qualified  candidate  will  be  ap- 
pointed part-time  medical  director  for  the  newly  reorganized  57-bed 
psychiatric  service  of  a 375-bed  community  hospital.  A second  psy- 
chiatrist, preferably  Board  eligible/certified  in  child  psychiatry  is  also 
being  sought.  Parkersburg  is  part  of  a metropolitan  area  of  165,000 
which  is  underserved  by  private  practice  psychiatrists.  Excellent  po- 
tential to  develop  large  private  practice.  Strong  support  offered  by 
hospital  in  assisting  selected  candidates  with  establishing  a success- 
ful practice.  An  EOE.  Please  send  resume  to  Arthur  Maher,  Saint 
Joseph  Hospital,  19th  St.  and  Murdoch  Ave.,  Parkersburg,  WV 
26101. 

Unique  opportunity  for  young  ophthalmologist  to  take  over  practice 
of  retiring  doctor  in  south  central  Pennsylvania.  Will  introduce  pa- 
tients. Only  a modest  charge  for  equipment.  Attractive  community 
with  modern  600-bed  hospital  needs  two  more  ophthalmologists.  One 
hour  north  of  Baltimore.  Send  replies  to  Box  120,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

New  York,  Schenectady/Albany  — Two  emergency  physicians 
sought  by  296-bed  hospital  with  seven  full-time  physicians  and 
38,000  annual  visits.  Weekly  average  of  42  hours  with  double  cover- 
age during  peak  hours.  Salary  with  excellent  benefits.  Three  hours 
north  of  New  York  City.  Contact  Tom  Campbell,  Fox  Hill  Associates, 
(609)596-0661. 

Are  you  looking  for  a paved  highway  toward  financial  success  — 
where  you  will  receive  referrals  from  other  doctors  because  they  are 


The  1985 
Sport  Psychology 
Symposium 

May  17,  1985 
Harrisburg,  Pennsylvania 

Including  sessions  on: 

• Sport  Psychology  of  the  Young  Athlete 

• Sport  Psychology  of  the  Elite  Athlete 

• Sport  Psychology  of  the  Female  Athlete 

• Drug  and  Alcohol  Use/Abuse 

• Performance  Enhancement 

7 hours  AMA  Category  1 Credit 

For  further  information,  call  or  write: 

Rick  Blair 

Continuing  Education 
The  Milton  S.  Hershey  Medical  Center 
The  Pennsylvania  State  University 
PO.  Box  851 
Hershey,  PA  17033 
(717)  534-6483 


■qjMHE  BLOOMSBURG  HOSPITAL 

BH 

Physicians  Needed 

Excellent  practice  opportunities  for  Board  eligible  or 
certified  Family  Medicine  Physicians  in  either  solo  or 
possible  group  practice  in  Bloomsburg,  Pennsylvania. 

Bloomsburg  is  ideally  located  in  east  central 
Pennsylvania  along  the  north  branch  of  the 
Susquehanna  River.  A beautiful  community  of 
moderate  size  with  excellent  recreational,  cultural, 
and  educational  facilities  creating  a superior  quality 
of  life.  Bloomsburg  is  the  county  seat;  home  of 
Bloomsburg  University;  and  gateway  to  the  Pocono 
vacation  land. 

Join  the  active  medical  staff  of  a 146-bed,  nonprofit, 
general  acute  care,  JCAH-accredited  hospital. 
Economic  and  administrative  program  available. 

Send  curriculum  vitae  in  confidence  to:  Donald  E. 
Chomiak,  Assistant  Administrator,  Bloomsburg 
Hospital,  Bloomsburg,  PA  17815;  or  telephone 
(717)  784-7121. 


Health  Care 
Personnel  Consulting . . . 

Recruitment  for  the  Private  Medical 

Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  Hew  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  ==  ^ === 

Bala  Cynwyd,  PA  19004  M Ml 

(2 1 5)  667-8630  m 

Health  Care  Group 
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too  busy  or  retiring  — where  there  is  no  animosity  toward  new  physi- 
cians? Immediate  openings  for  family  physicians,  ob/gyns,  internists, 
pedis,  orthopods,  and  surgeons  in  smaller  Texas  towns.  Contact 
Texas  Doctors  Group,  702  Colorado,  #102,  Austin,  Texas  78701; 
(512)  476-7129. 

Christian  physicians/dentists  — new  multidisciplinary  medical 
center/urgent  care/FEC  accepting  applications  for  positions  in  family 
medicine,  orthopedics,  radiology,  emergency  medicine,  podiatry. 
Space  available  for  future  occupancy  and  opportunity  for  profit  shar- 
ing. For  more  information,  call  (215)  946-0448,  Mrs.  Schumacher. 

Family  practitioner  in  Reading.  Partnership,  fee  for  service  — mini- 
mum guarantee.  Size  of  community:  100,000  and  greater.  Size  of 
trade  area:  30,000  to  99,999.  Respond  to  PMS  Physician  Placement 
Service,  Department  COM-0885-FP18,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Physiatrist  in  Erie.  Board  certification  in  physical  medicine  and  reha- 
bilitation required.  Hospital  based  practice.  Salary  plus  percentage. 
Size  of  community  and  trade  area:  100,000  and  greater.  Respond  to: 
PMS  Physician  Placement  Service,  Department  NON-0885-PM01 , 20 
Erford  Road,  Lemoyne,  PA  17043. 

Obstetrician/Gynecologist  in  Pottsville.  Board  certified  or  eligible 
in  obstetrics/gynecology  required.  Solo  practice.  Fee  for  service  — 
minimum  guarantee.  Population  of  community:  30,000-99,999.  Popu- 
lation of  trade  area:  100,000  plus.  Respond  to:PMS  Physician  Place- 
ment Service,  Department  NON-0885-OB05,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Internist  in  Erie.  Board  certification  required  in  internal  medicine. 
Hospital  based  practice.  Salary  plus  percentage.  Size  of  community 
and  trade  area:  100,000  and  greater.  Respond  to:  PMS  Physician 
Placement  Service,  Department  NON-0885-IM03,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Family  practitioner  in  Denver,  PA.  Solo  practice,  fee  for  service  — 
no  minimum  guarantee.  Size  of  community  : 1,000  to  4,999.  Size  of 
trade  area:  10,000  to  29,999.  Respond  to:  PMS  Physician  Placement 
Service,  Department  CON-0885-FP17,  20  Erford  Road,  Lemoyne,  PA 
17043. 


Family/general  practitioner  in  Pottsville.  Board  certification  in  fam- 
ily practice  required.  Solo/partnership  practice.  Fee  for  service  — 
minimum  guarantee.  Population  of  community:  10,000  to  29,999. 
Population  of  trade  area:  30,000  to  99,999.  Respond  to:  PMS  Physi- 
cian Placement  Service,  Department  NON-0885-FP1 1 , 20  Erford 
Road,  Lemoyne,  PA  17043. 

Family  practitioner  in  Sharon.  Join  an  established  practice;  to  as- 
sume entire  practice  in  near  future.  Fee  for  service  — minimum  guar- 
antee. Population  of  community:  30,000  to  99,999.  Population  of 
trade  area:  100,000  plus.  Respond  to:  PMS  Physician  Placement 
Service,  Department  NON-0885-FP12,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Orthopedic  surgeon  in  Sharon.  Solo  or  partnership  practice.  Fee 
for  service  — minimum  guarantee.  Population  of  community:  30,000 
to  99,999.  Population  of  trade  area:  100,000  plus.  Respond  to:  PMS 
Physician  Placement  Service,  Department  NOM-0885-SO03,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Anesthesiologist  in  Boalsburg.  Board  certification  in  anesthesiol- 
ogy required.  Single  specialty  group  practice.  Salary  or  fee  for  service 
— no  minimum  guarantee.  Population  of  community:  30,000  to 

99.999.  Population  of  trade  area:  100,000  plus.  Respond  to:  PMS 
Physician  Placement  Service,  Department  COM-0885-AN01 , 20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Family  practitioner/internist  in  Towanda.  Board  certification  in 
family  practice/internal  medicine  preferred.  Multispecialty  group 
practice.  Fee  for  service  — minimum  guarantee.  Population  of  com- 
munity and  trade  area:  5,000  to  9,999.  Respond  to:  PMS  Physician 
Placement  Service,  Department  NOM-0885-FP05,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Surgeon  in  Susquehanna.  Board  certification  in  surgery  required. 
Multispecialty  group  practice.  Salary  plus  percentage.  Population  of 
community:  1,000  to  4,999.  Population  of  trade  area:  10,000  to 

29.999.  Respond  to:  PMS  Physician  Placement  Service,  Department 
CON-0885-SG04,  20  Erford  Road,  Lemoyne,  PA  17043. 

General  surgeon  in  Sharon.  Board  certification  in  general  surgery 
required.  Solo  practice.  Take  over  the  practice.  Population  of  commu- 


PHYSICIAN 


DIRECTOR  OF 
MEDICAL  EDUCATION 

Full  time  position  available  in  two-division 
400-bed  acute  care  medical  facility  serving  NE 
Philadelphia.  Position  is  responsible  for 
organizing  and  participating  in  all  medical 
staff  education  including  CME  lectures,  parti- 
cipating in  the  activities  of  the  staff  education 
committee,  conducting  of  the  internship  pro- 
gram, program  construction,  staffing  and 
recruitment.  Candidates  must  be  MD  or  DO 
and  board  certified  or  eligible  in  internal 
medicine  and  licensed  or  eligible  for  licensure 
in  PA.  Please  respond  by  resume  only  to 
Director  of  Personnel. 

Torresdale  Division,  Knights  & Red  Lion  Roads 
Philadelphia,  PA  19114 


Frankford  Hospital 

The  Wellness  leople 


An  Equal  Opportunity  Employer,  M/F 


New  Opportunities 
From  The 

Physician  Resource  Group 


Roblin  Associates  has  openings 
in  all  specialties  nationwide. 
Well  place  you  in  the  location 
of  your  choice  . . . at  no  cost 
to  you.  Complete  financial 
packages  available.  For  more 
information,  send  CV  in 
confidence. 


Roblin  Associates,  Inc. 


602  Market  Street  Mall 
P.O.  Box  397A 
Wilmington,  DE  19899 
302/429-8600 
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CARE  FOR  YOUR  COUNT H 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE,  il  ALL  YOU  CAN  BE 


Call  collect,  or  write  to  Major  C.  J.  Schuder: 

Medical  Procurement  Federal  Bldg.,  #301 

31  North  York  Road  1000  Liberty  Avenue 

Hatboro,  PA  19040  Pittsburgh,  PA  15222 

(215)  443-1702  (412)  644-4432 


NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  off  while  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group. 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call: 

412/741-3310 

jjjj  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


ORTHOPAEDIC  SURGEON 

Solo  practice  for  Board  certified  or  Board  eli- 
gible person.  Rural  environment  with  well 
equipped  hospital  capable  of  supporting  a 
broad  range  of  orthopedic  procedures.  Close  to 
both  recreational  sports  and  urban  amenities. 
Competitive  guarantees  available.  Please  send 
resume  to: 


Mr.  Merrill  A.  Frank 
Administrator 

Ira  Davenport  Memorial  Hospital 
Box  350 

Bath,  New  York  14810 


Practice  Opportunities 

ALLERGY — Suburban  Philadelphia — fully  equipped, 
excellent  staff,  and  favorable  lease. 
ALLERGY/IMMUNOLOGY— Close  to  New  York 
City — good  opportunity  for  allergist/pediatrician. 

DERMATOLOGY — New  England — fine  practice  in 
growth  area. 

ENT — Pennsylvania— large,  fast-growing  practice.  All 
new  equipment. 

IM/RHEUMATOLOGY— Arizona— well-equipped 
practice  in  large  city. 

INTERNAL  MEDICINE— Two  practices  in 
Delaware — flexible  arrangements. 

OB/GYN — Texas — strong  finances.  Includes  large 
medical  building. 

PEDIATRICS— New  Jersey  near  NYC— very  successful 
practice. 

RADIOLOGY — Pennsylvania — large  well-equipped 
practice. 

For  more  information  on  these  opportunities  or  other 
practices  listed  on  the  First  Health  Multiple  Listing 
Network,  call  (215)  667-8630  or  send  your  curriculum 
vitae  to: 

Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  PA  19004 


PMS 

Physician 

Placement 

Service 

■ A new  PMS  service  for  physicians  seeking  prac- 

tice opportunities  and  for  physicians  with 
practice  opportunities  available. 

■ Physicians  and  opportunities  contact  each 

other  directly. 

■ Two  registers  published  bimonthly:  one  listing 

practice  opportunities  and  one  listing  physi- 
cians seeking  opportunities.  All  entries  will 
be  listed  by  code.  Your  name  and  address 
will  not  be  published. 


For  more  information, 
contact  Tim  Smith, 
at  (717)  763-7151. 
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nity:  30,000  to  99,999.  Population  of  trade  area:  100,000  plus.  Re- 
spond to:  PMS  Physician  Placement  Service,  Department  COM- 
0885-SG03,  20  Erford  Road,  Lemoyne,  PA  17043. 

Family/general  practitioner  in  Susquehanna.  Board  certification  in 
family  practice  required.  Multispecialty  group  practice.  Salary  plus 
percentage.  Population  of  community:  1,000  to  4,999.  Population  of 
trade  area:  10,000  to  29,999.  Respond  to:  PMS  Physician  Placement 
Service,  Department  NON-0885-FP02,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Family  practitioner  in  Guys  Mills.  Solo  practice.  Fee  for  service  — 
no  minimum  guarantee.  Population  of  community:  1,000  to  4,999. 
Population  of  trade  area:  30,000  to  99,999.  Respond  to:  PMS  Physi- 
cian Placement  Service,  Department  NOM-0885-FP09,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  in  Birmingham,  Alabama.  Board  certification  or  eligibil- 
ity in  psychiatry  required.  Solo  practice.  Fee  for  service  — minimum 
guarantee.  Population  of  community  and  trade  area:  1.2  million.  Re- 
spond to:  PMS  Physician  Placement  Service,  Department  NON- 
0885-PY01,  20  Erford  Road,  Lemoyne,  PA  17043. 

General  surgery  in  Muncy.  Board  eligibility  in  surgery  required.  Solo 
practice.  Fee  for  service  — minimum  guarantee.  Population  of  com- 
munity: 1,000  to  4,999.  Population  of  trade  area:  10,000  to  29,999. 
Respond  to:  PMS  Physician  Placement  Service,  Department  NON- 
0885-SG05,  20  Erford  Road,  Lemoyne,  PA  17043. 

ENT/family  practitioner/thoracic  surgeon  in  Carbondale.  Board 
certification  in  thoracic  surgery  required  for  thoracic  surgeon  opportu- 
nity. Solo  practices.  Fee  for  service  — minimum  guarantee.  Popula- 
tion of  community:  10,000  to  29,999.  Population  of  trade  area:  30,000 
to  99,999.  Respond  to:  PMS  Physician  Placement  Service,  Depart- 
ment NON-0885-ET01 , 20  Erford  Road,  Lemoyne,  PA  17043. 

Anesthesiologist/family  practitioner/orthopedic  surgeon  in  Som- 
erset. Solo  practice.  Fee  for  service  — minimum  guarantee.  Popula- 
tion of  community:  5,000  to  9,999.  Population  of  trade  area:  30,000  to 

99.999.  Respond  to:  PMS  Physician  Placement  Service,  Department 
NON-0885-SO02,  20  Erford  Road,  Lemoyne,  PA  17043. 

Internist  in  Braddock.  Board  certification  or  eligibility  in  internal 
medicine  required.  Solo  or  single  specialty  group  practice.  Fee  for 
service  — minimum  guarantee.  Population  of  community:  10,000  to 

29.999.  Population  of  trade  area:  30,000  to  99,999.  Respond  to:  PMS 
Physician  Placement  Service,  Department  CON-0885-IM06,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Psychiatrist  in  Oil  City.  Board  certification  in  psychiatry  required. 
Solo  practice.  Fee  for  service  — minimum  guarantee.  Population  of  I 
community:  10,000  to  29,999.  Population  of  trade  area:  30,000  to 

99.999.  Respond  to:  PMS  Physician  Placement  Service,  Department 
NON-0885-PY02,  20  Erford  Road,  Lemoyne,  PA  17043. 

Family  practitioner  in  Oil  City.  Board  certification  or  eligibility  in 
family  medicine  required.  Solo  practice.  Fee  for  service  — minimum 
guarantee.  Population  of  community:  10,000  to  29,999.  Population  of 
trade  area:  30,000  to  99,999  Respond  to:  PMS  Physician  Placement 
Service,  Department  NON-0885-GP03,  20  Erford  Road,  Lemoyne,  PA 
17043. 

General  practitioner/internist  in  Bethlehem.  Sale  of  office  and 
practice  with  lease.  Must  be  Board  eligible  in  general  medicine/ 
internal  medicine  if  hospital  affiliation  is  expected.  Solo  or  single  spe- 
cialty group  practice.  Fee  for  service  — no  minimum  guarantee.  Pop- 
ulation of  community:  approximately  80,000.  Population  of  trade 
area:  100,000  plus.  Respond  to:  PMS  Physician  Placement  Service, 
Department  NOM-0885-GP02,  20  Erford  Road,  Lemoyne,  PA  17043. 

Forensic  psychiatrist  in  Philadelphia.  Hospital  based  practice:  sal- 
ary. Population  of  community  and  trade  area:  100,000  plus.  Respond 
to:  PMS  Physician  Placement  Service,  Department  NON-0885-PY06, 
20  Erford  Road,  Lemoyne,  PA  17043. 

General  surgeon,  obstetrician/gynecologist,  family/general  prac- 
titioner in  Bellefonte.  Practice  for  sale.  Solo  practice:  fee  for 
service— minimum  guarantee.  Population  of  community:  10,000  to 
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29,999.  Population  of  trade  area:  100,000  plus.  Respond  to:  PMS 
Physician  Placement  Service,  Department  NOM-0885-SG07,  20  Er- 
ord  Road,  Lemoyne,  PA  17043. 

Psychiatrist  in  Philadelphia.  Hospital  based  practice:  salary.  Popu- 
lation of  community  and  trade  area:  100,000  plus.  Respond  to:  PMS 
Physician  Placement  Service,  Department  NON-0885-PY05,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

General  practitioner  in  Philadelphia.  Hospital  based  practice:  sal- 
ary. Population  of  community  and  trade  area:  100,000  plus.  Respond 
to:  PMS  Physician  Placement  Service,  Department  NON-0885-GP05, 
20  Erford  Road,  Lemoyne,  PA  17043. 

General  surgeon  in  Oil  City.  Board  certification  or  eligibility  in  gen- 
eral surgery  required.  Single  specialty  group  practice:  fee  for  service 
— minimum  guarantee.  Population  of  community:  10,000  to  29,999. 
Population  of  trade  area:  30,000  to  99,999.  Respond:  to  PMS  Physi- 
cian Placement  Service,  Department  NON-0885-SG09,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Dbstetrician/gynecologist  in  Oil  City.  Board  certification  or  eligibil- 
ty  in  obstetrics/gynecology  required.  Partnership:  fee  for  service — 
rninimum  guarantee.  Population  of  community:  10,000  to  29,999. 
Population  of  trade  area:  30,000  to  99,999.  Respond  to:  PMS  Physi- 
;ian  Placement  Service,  Department  NON-0885-OB07,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Obstetrician/gynecologist  in  Franklin.  Board  certification  or  eligi- 
bility in  obstetrics/gynecology  required.  Single  specialty  group  prac- 
tice: salary.  Population  of  community:  10,000  to  29,999.  Population  of 
trade  area:  100,000  plus.  Respond:  to  PMS  Physician  Placement 
Service,  Department  NOM-0885-OB01 , 20  Erford  Road,  Lemoyne, 
PA  1 7043. 

Family  practitioner  in  York.  Solo,  partnership,  single  specialty 
group  practice:  salary,  fee  for  service  — minimum  guarantee.  Popula- 
:ion  of  community:  30,000  to  99,999.  Population  of  trade  area: 
100,000  plus.  Respond  to:  PMS  Physician  Placement  Service,  De- 
oartment  NON-0885-FP27,  20  Erford  Road,  Lemoyne,  PA  17043. 

Family/general  practitioner,  internist  in  New  Castle.  Practice  for 
sale.  Solo  or  partnership.  Population  of  community:  10,000  to  29,999. 
Population  of  trade  area:  30,000  to  99,999.  Respond  to:  PMS  Physi- 
cian Placement  Service,  Department  NOM-0885-GP06,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Urologist  in  Oil  City.  Board  certification  or  eligibility  in  urology  re- 
quired. Solo  practice:  fee  for  service  — minimum  guarantee.  Popula- 
iion  of  community:  10,000  to  29,999.  Population  of  trade  area:  30,000 
to  99,999.  Respond  to:  PMS  Physician  Placement  Service,  Depart- 
ment NON-0885-UR01,  20  Erford  Road,  Lemoyne,  PA  17043. 

POSITIONS  WANTED 

Pediatrician  — University  trained,  Board  eligible,  3 years  private 
practice  experience  (NJ).  Wishes  to  relocate  for  better  opportunities. 
Hospital  or  Health  Organization  or  partnership  potential  with  private 
practitioner.  Available  immediately.  Write  Box  113,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

I am  a Board  certified  general  internist  seeking  a hospital  oriented 
practice  in  Eastern  Pennsylvania.  I would  enjoy  the  opportunity  of 
teaching  in  formal  and  informal  settings.  Available  early  1985,  M.J. 
Mintzer,  M.D.,  1401  N.  Park  Road,  Hollywood,  Florida  33021  (305) 
987-7401. 

Radiology  locum  tenens  work  wanted;  short  or  long  term.  Well 
qualified  and  experienced.  Will  consider  all  situations.  Please  clip 
and  save  the  ad.  Please  reply  to  Box  118,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

BC  internist  who  is  BE  in  rheumatology  seeks  to  join  active  practice 
in  Philadelphia  area  to  do  IM  and/or  rheumatology.  Reply  to  Box  121, 
Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Radiologist,  Board  certified  with  fellowship  training  in  CT  (body  and 
head)  and  ultrasound  seeks  part-time  position  in  either  teaching  hos- 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN^/300  mg. 

Each  time-releaoe  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 


LIPO-NICIN»/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  )o  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

( BRolVJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  PDH; 


pital,  community  hospital  or  multi-modality  private  practice  situation 
in  metropolitan  Philadelphia  area  or  So.  Jersey.  Flexible  with  work 
schedule  and  availability.  Respond  to  Box  119,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Internist,  desires  solo,  partnership,  or  multispecialty  group  opportu- 
nity in  internal  medicine.  Prefers  community  population  of  30,000  and 
greater.  Respond  to:  PMS  Physician  Placement  Service,  Department 
NRN-0885-IM07,  20  Erford  Road,  Lemoyne,  PA  17043. 

Anesthesiologist,  American  Board  eligible  in  anesthesia,  desires 
part-time  opportunity  in  anesthesia.  Prefers  community  with  popula- 
tion of  100,000  and  greater.  Respond  to:  PMS  Physician  Placement 
Service,  Department  NRN-0885-AN04,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Psychiatrist,  American  Board  eligible  in  psychiatry,  desires  partner- 
ship, single  specialty  group,  multispecialty  group,  or  institutional  op- 
portunity in  psychiatry,  but  will  consider  all  possibilities.  Prefers  op- 
portunity in  Philadelphia  and  suburban  area.  Respond  to:  PMS 
Physician  Placement  Service,  Department  NRN-0885-PY01 , 20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Orthopaedic  surgeon,  American  Board  eligible  in  orthopaedic  sur- 
gery, desires  solo,  partnership,  single  specialty  group,  or  multispe- 
cialty group  opportunity  in  orthopaedic  surgery.  Prefers  community 
with  population  10,000  and  greater,  but  located  within  50  miles  of 
large  city.  Respond  to:  PMS  Physician  Placement  Service,  Depart- 
ment NRM-0885-S002,  20  Erford  Road,  Lemoyne,  PA  17043. 

General  practitioner,  American  Board  eligible  in  general  surgery, 
desires  solo,  single  specialty  group,  institutional,  or  hospital  based 
clinic  type  opportunity  in  general/family  practice  or  emergency  room. 
Prefers  community  population  of  5,000  to  100,000.  Respond  to'  PMS 
Physician  Placement  Service,  Department  CPM-0885-FP01 , 20  Er- 
ford Road,  Lemoyne,  PA  17043. 

General  surgeon,  American  Board  eligible  in  surgery,  desires  part- 
nership, single  specialty  group,  multispecialty  group,  institutional,  or 
teaching  hospital  opportunity  in  general  surgery.  Prefers  community 
with  population  of  30,000  and  greater.  Respond  to:  PMS  Physician 
Placement  Service  Department  NRN-0885-SG02,  20  Erford  Road, 
Lemoyne,  PA  17043 

Colon  and  rectal  surgeon,  American  Board  certified  in  general  sur- 
gery, desires  solo,  partnership,  single  specialty  group,  multispecialty 
group,  institutional,  or  HMO  opportunity  in  colon  and  rectal  surgery. 
Prefers  community  between  10,000  and  99,999  population.  Respond 
to:  PMS  Physician  Placement  Service,  Department  NRN-0885-SR01 , 
20  Erford  Road,  Lemoyne,  PA  17043. 

Internist,  American  Board  eligible  in  internal  medicine  9/85,  desires 
solo,  partnership,  single  specialty  group,  multispecialty  group  or  insti- 
tutional opportunity  in  internal  medicine.  Prefers  community  with 
1 ,000  and  greater  population.  Respond  to:  PMS  Physician  Placement 
Service,  Department  NRM-0885-IM09,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Psychiatrist/family  therapist,  desires  partnership,  single  specialty 
group,  multispecialty  group,  institutional,  or  other  type  of  opportunity 
in  psychiatry/family  therapy.  Prefers  community  with  population 


Classified  Advertising 

Rates:  $18  per  insertion  for  the  first  30  words  or  part  thereof; 
60  cents  for  each  additional  word;  $1 .50  per  insertion  for  a box 
number.  Payment  should  be  in  advance.  No  agency  commis- 
sion is  paid  on  classified  advertising. 

Box  Numbers:  Advertisers  using  box  numbers  forbid  disclo- 
sure of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers,  but  no  information  can  be  revealed  by  the  pub- 
lisher. 

Word  Count:  Count  as  one  word  all  single  words,  two  initials  of 
a name,  single  numbers  or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 


30,000  plus.  Respond  to:  PMS  Physician  Placement  Service,  Depart- 
ment NRN-0885-PY04,  20  Erford  Road,  Lemoyne,  PA  17043. 

Diagnostic  radiologist,  desires  partnership,  multispecialty  group,  or 
institutional  opportunity  in  diagnostic  radiology.  Prefers  community 
with  population  of  10,000  and  greater.  Respond  to:  PMS  Physician 
Placement  Service,  Department  NRN-0885-RA03,  20  Erford  Road, 
Lemoyne,  PA  17043. 

General/vascular/thoracic  surgeon,  emergency  medicine  physi- 
cian, American  Board  certified  in  surgery,  desires  partnership,  single 
specialty  group,  multispecialty  group,  or  institution  opportunity  in  sur- 
gery, emergency  medicine,  or  primary  care.  Prefers  community  with 
population  30,000  plus.  Respond  to:  PMS  Physician  Placement  Ser- 
vice, Department  CPN-0885-SG07,  20  Erford  Road,  Lemoyne,  PA 
1 7043. 

FOR  SALE 

Echocardiograph  M Mode  Matrix  Technica  excellent  quality.  Easy  to 
use,  portable.  Excellent  profit  center  for  internist  or  small  clinic. 
$6,000  or  best  offer.  Please  call  Mr.  Anoker  at  (412)  784-1091. 

For  sale  — Toshiba  Sonolayer-L  Model  SAL-20A,  Linear  Real-time 
Ultrasound  Unit.  Has  been  used  in  an  OB/GYN  office  only.  Pur- 
chased in  February,  1982.  Features:  13mm  3.5  mHz  transducer,  Al- 
phanumeric key  board,  portable  cart,  Polaroid  camera,  9 inch  T.V. 
monitor.  Call  (215)  437-1931. 

Large  eye  clinic  and  surgi-center  available  at  once.  Surgical  bed 
capacity  for  major  surgery,  400  a year.  Capacity  for  minor  surgery, 
900.  Clinic  visit  capacity  between  16  and  18,000  a year.  Office  space 
for  two  other  specialties.  1 Deluxe  living  quarters.  Taking  bids.  Call: 
215-423-4477. 

York  County,  PA  family  practice  of  deceased  physician  with  modern 
up-to-date  offices  and  residence  attached  for  sale;  containing  approx- 
imately 5 acres  of  land;  excellent  hospital  nearby;  owner  financing 
available.  Write  Department  114,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

For  sale  — Active  medical  practice  north  east  Philadelphia;  estab- 
lished and  honest  clients;  easy  access  to  city  highways  and  to  New 
Jersey;  terms  negotiable.  Reply  Box  981,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Opportunity  for  medical  clinic  — 28  room  Victorian  house  in  Sweet 
Valley,  outside  Wilkes-Barre,  on  4 acres  land.  6 car  garage  with  2 
bedroom  apartment  above  it.  Paved  driveway  with  paved  parking 
area  in  rear.  Zoned  commercial.  Contact  Charles  Langdon,  Cox- 
Lehman  Associates,  8260  Greensboro  Drive,  McLean,  VA  22102; 
(703)  821-1313. 

Mt.  Gretna,  Pennsylvania  — homes  and  summer  cottages  for  sale  in 
all  price  ranges.  Write  or  call  for  a descriptive  brochure;  Suburban 
Realty,  30  West  Main  Street,  Annville,  PA  17003;  (717)  867-4487. 


Special  opportunity  sale  due  to  previous  death  of  physician.  Large, 
beautiful,  fully  equipped  office.  Ample  room  for  1-3  doctors.  Long  es- 
tablished varied  surgical  practice  in  past.  Great  area.  Contact  Mrs. 
Leon  Friedman  2150  Stocker  Mill  Road,  Easton,  PA  18042;  (215)  252- 
6353  or  (215)  252-6341. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay.  No 
prepayment  penalties.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any  kind.  Physicians  Service 
Assn.,  Atlanta,  GA.  Toll  free  (800)  241-6905. 

CME 

1985  CME  Cruise/Conference  on  selected  medical  topics  — Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PRA)  & AAFP 
prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on  Ca- 
ribbean, Mexican  and  Alaskan  cruises.  Excellent  group  fares  on  fin- 
est ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  NY  11746  (516)  549-0869. 
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new  members 


ALLEGHENY  COUNTY 

Frank  A.  Anania,  120  Ruskin  Ave  , Apt  419,  Pittsburgh  15213 
Richard  J Apple,  5454  Kipling  Rd.,  Pittsburgh  15217 
Laura  S.  Arnold.  412  Richland  Lane,  Pittsburgh  15208 
David  R Axline,  120  Ruskin  Ave  , Apt  421,  Pittsburgh  15213 
Kyle  A Baker,  359  S Negley  Ave  , Apt  6,  Pittsburgh  15232 
Robert  R Benner,  5830  Fifth  Ave  , Apt  6-14,  Pittsburgh  15232 
Lawrence  B Berk,  120  Ruskin  Ave  , Apt  810,  Pittsburgh  15213 
Bruce  K.  Berlrand,  618  S Aiken  Ave  , Pittsburgh  15213 
Susan  Blank,  120  Ruskin  Ave.,  Apt.  310,  Pittsburgh  15213 
George  B.  Boline,  18  Hillman  St.,  Wilkes  Barre  18705 
David  H Bresticker,  4732  Wallingford  St. , Pittsburgh  15213 
Carl  O Bruning,  III.  601  Clyde  St. , Apt  408,  Pittsburgh  15213 
Sam  A Buffer  Jr.,  R D 1,  Grindstone  15442 
Joseph  D Campbell,  3 Flotilla  Way,  Pittsburgh  15221 
Walter  H.  Caulfield,  III,  120  Ruskin  Ave  , Apt  621,  Pittsburgh  15213 
Carol  M.  Ceriam,  5814  Walnut  St.,  Apt  4,  Pittsburgh  15232 
Laird  J Cheke.  721  St.  Agnes  Lane,  West  Mifflin  15122 
Marilue  M Cook,  223  Washington  Ave  , Charleroi  15022 
Frank  C.  Damico.  3412  Iowa  Street,  Pittsburgh  15219 
Beniamin  Deratzou,  120  Ruskin  Ave  , Apt  719,  Pittsburgh  15213 
Richard  P Dulio,  MD,  Emergency  Medicine,  1458  Old  Meadow  Rd  , Pittsburgh  15241 
Louis  A Dinatti,  III,  5615  Ellsworth  Ave  , Apt  E-12,  Pittsburgh  15232 
Yoni  Dokko,  1311  Hillsdale  Dr,  Monroeville  15146 
Leslie  D Douglas,  120  Ruskin  Ave  , Apt  707,  Pittsburgh  15213 
Tarit  K Dutta,  MD,  Oncology,  Three  Allegheny  Center,  #124,  Pittsburgh  15212 
John  A Eichler,  3329  Dawson  Street,  #3,  Pittsburgh  15213 
Albert  Faro,  120  Ruskin  Ave  , Apt  818,  Pittsburgh  15213 
Paul  C Fiehler,  MD,  Pulmonary  Diseases,  109  Alleyne  Dr , Pittsburgh  15215 
Julia  R Fielding,  101  N Dithridge,  Apt  815,  Pittsburgh  15213 
Caryn  Fine,  703  Ivy  Street,  Apt  2,  Pittsburgh  15232 
Scott  D Flinn,  374  McKee  Place,  Pittsburgh  15213 
Richard  O Frink,  5814  Elmer  St.,  Pittsburgh  15232 
Peter  J Gagianas,  2151  Meadowmont  Dr  . Pittsburgh  15241 
Kevin  O Garrett,  2231  Wightman  St.,  Pittsburgh  15217 
David  L Ginsburg,  120  Ruskin  Ave  , Apt  103,  Pittsburgh  15213 
Kenneth  A Glick,  MD,  Gastroenterology,  Mellon  Pavilion,  Ste  222,  4815  Liberty  Ave  , 
Pittsburgh  15224 

William  E Goodpastor,  MD,  Psychiatry,  129  McKnight  Circle.  Pittsburgh  15237 

James  M Green,  244  Glencoe  Dr , West  Mifflin  15122 

Sarah  L.  Hamilton,  5719  Elwood  St.,  Apt  8,  Pittsburgh  15232 

Thomas  W Hanlon,  1234  Dennislon  Ave  , First  Floor,  Pittsburgh  15217 

Thomas  V Harmon,  4630  Centre  Ave  , 3rd  Floor,  Pittsburgh  15213 

Hassan  Hassouri,  MD,  Neurology,  One  Allegheny  Square,  Suite  206,  Pittsburgh  15212 

Frederick  C Havko,  238  S Aiken  Ave  , Pittsburgh  15206 

Joseph  M Hawryluk,  120  Ruskin  Ave  , Apt  719,  Pittsburgh  15213 

Harry  J Heck,  III,  MD,  Internal  Medicine,  1600  Lowrie  St.,  Pittsburgh  15212 

Jeffrey  S Hilger,  444  Freeport  Rd  , Pittsburgh  15238 

David  F Holsmger,  120  Ruskin  Ave  , #122,  Pittsburgh  15213 

Joel  Horowitz,  5922  Douglas  St. , Pittsburgh  15217 

Julian  C Huang,  120  Ruskin  Ave  , Apt  701,  Pittsburgh  15213 

Maryanne  Hugo,  4004  Murray  Ave  , Pittsburgh  15217 

William  S Hutchinson.  1 Robinson  St.,  Apt  1,  Pittsburgh  15213 

Peter  M Intrieri,  1710  Skyline  Dr,  Erie  16509 

Christann  L Jackson.  MD,  Obstetrics/Gynecology  4815  Liberty  Ave  , Pittsburgh  15224 

Carol  M Jannetta,  1269  Murray  Hill  Ave  , Pittsburgh  15217 

Michael  J Janowitz,  1300  Earlford  Dr.,  Pittsburgh  15227 

Sandra  M Jones-Gordon,  133  Old  Meadow  Rd  , Canonsburg  15317 

Steven  P Karr,  MD,  Diagnostic  Radiology,  201  Grant  Street,  #303,  Sewickley  15143 

Edward  S Kelley,  240  Melwood  Ave  , Apt  C-4,  Pittsburgh  15213 

Jean  Kim,  5 Bayard  Rd  , Apt  313,  Pittsburgh  15213 

Ted  D Kosenske,  3443  Parkview  Ave  , Apt  2,  Pittsburgh  15213 

Virginia  L Kost,  236  Erford  Road,  Camp  Hill  17011 

Linda.  A Kwa,  120  Ruskin  Ave  , Apt  204,  Pittsburgh  15213 

Grant  D Lawless,  MD,  Internal  Medicine,  303  Tally,  Pittsburgh  15237 

Alton  L Lawson.  MD,  Obstetrics/Gynecology,  401  Shady  Ave  , Pittsburgh  15206 

Sarah  C Lehar,  4262  McCaslin  St.,  Pittsburgh  15217 

Guy  M Lerner,  617  Bellefonte  St.,  #1,  Pittsburgh  15232 

Daniel  B Levine,  120  Ruskin  Ave  , Apt  826,  Pittsburgh  15213 

Jon  A Levy,  6647  Reynolds  St.,  Pittsburgh  15206 

Anne  D Logan,  383  Valleyview,  Pittsburgh  15243 

Gregory  S Long,  515  S Aiken  Ave  , Apt  #316,  Pittsburgh  15232 

Karl  F Love,  120  Ruskin  Ave  , Apt  801,  Pittsburgh  15213 

Benoit  A Luyckx,  4735  Maripoe  St.,  #2,  Pittsburgh  15213 

Joseph  A Macchiaroli,  120  Ruskin  Ave  . Apt  #202,  Pittsburgh  15213 

Robert  J Maha  Jr.,  2697  Glenny  Lane,  West  Mifflin  15122 


Barry  E.  Marchetto,  340  S.  Atlantic,  Apt.  #2,  Pittsburgh  15224 

Kenneth  A Marshall,  MD,  Internal  Medicine,  747  S.  Braddock  Ave  , Pittsburgh  15221 

Chomas  A.  McClure,  4311  Steubenville  Pike.  Pittsburgh  15205 

Amando  R Medina,  MD,  Pathology,  5625  Dunmoyle  St.,  Pittsburgh  15217 

John  C Mellinger,  4629  Bayard  St. . Apt  213,  Pittsburgh  15213 

Abby  A.  Millager,  633  Summerlea  St. , Pittsburgh  15232 

Barbara  L Mondik.  5514  Hobart  St.,  Pittsburgh  15217 

Vincent  N Mosesso  Jr.,  2023  Dartmore  Ave  , Pittsburgh  15210 

Thomas  A Mutschler,  602  Lamar  Ave  , Pittsburgh  15221 

Nalan  Narine,  120  Ruskin  Ave  , Apt  102,  Pittsburgh  15213 

Toan  T Gnuyen,  1020-F  Chatham  Dr.,  Pittsburgh  15216 

Hossein  Noorbakhsh,  MD,  Obstetrics/Gynecology,  1501  Locust  St.,  Pittsburgh  15219 

Rachel  L.  Novakovic,  544  Lyndhurst,  Ml  Lebanon  15216 

Susan  E Oconnor,  2360  Pittock  St.,  Pittsburgh  15217 

Leslie  A Olsakovsky,  120  Ruskin  Ave  , Apt  819,  Pittsburgh  15213 

Randal  S Olshefski,  34  Wellsford  St.,  Pittsburgh  15213 

Dean  A Page,  230  Shannon  Hgts  Dr,  Verona  15147 

Subramaniam  Palanisamy,  MC,  Cardiovascular  Surgery.  4401  Penn  Ave  Pittsburgh 
15224 

Charles  F Paraboschi.  5922  Douglas  St.,  Pittsburgh  15217 

Charles  Perrotta  Jr. , 29  Green  Briar  Dr,  Pittsburgh  15220 

John  N Perry  Jr,  5115  Liberty  Ave  , Apt  6,  Pittsburgh  15224 

Eric  D Peterson,  745  S Millvale  Ave  . Apt  4,  Pittsburgh  15213 

Kathryn  A Pokorny,  120  Ruskin  Ave  . Apt  321,  Pittsburgh  15213 

Valerie  M Pricener,  2641  Washington  St.,  Monroeville' 15146 

Ashvin  T Ragoowansi,  905  Maryland  Ave  . Apt  4,  Pittsburgh  15232 

Darlene  C Sawko,  5911  Alder  St.,  Pittsburgh  15232 

David  A Schlessinger,  120  Ruskin  Ave  . #604,  Pittsburgh  15123 

Scott  A Schmitt,  120  Ruskin  Ave  , Apt  319,  Pittsburgh  15213 

Jyotindra  T Shah,  MD,  Obstetrics/Gynecology,  346  Station  St.,  Bridgeville  15017 

Mark  H Shapiro,  120  Ruskin  Ave  . #423,  Pittsburgh  15213 

Matthew  J Shatz,  702  Bellefonte  St.,  Pittsburgh  15232 

Robert  C Solomon,  MD,  Internal  Medicine,  1533  Fairmont  St. . Pittsburgh  15221 

Claver  S Soriano,  MD,  Obstetrics/Gynecology,  60  Cypress  Dr.,  Pittsburgh  15106 

Craig  M.  Steiner,  5531  Howe  St..  Apt  3,  Pittsburgh  15232 

Duk  I Sung,  MD,  Oncology.  537  Old  Mill  Rd  , Pittsburgh  15238 

Maria  J Sunseri,  333  Morewood  Ave  , Apt  3,  Pittsburgh  15213 

Kelan  G Tantisira,  3408  Parkview  Ave  , Apt  31,  Pittsburgh  15213 

Fredrik  P Tolm,  120  Ruskin  Ave  , #323,  Pittsburgh  15213 

Shaista  N Toor,  MD.  Internal  Medicine,  1253  Holy  Cross  Dr , Monroeville  15146 

Craig  C Trent,  120  Ruskin  Ave  , Apt  311,  Pittsburgh  15213 

Roberl  D Tronzo,  MD,  Hematology,  328  Dewey  Ave  , Pittsburgh  15218 

Jeffrey  P.  Ubinger,  5120  Fifth  Ave  , Apt  202,  Pittsburgh  15232 

James  K.  Vankirk  Jr.,  745  S Millvale  Ave  , Apt  4,  Pittsburgh  15213 

Prabha  Venugopal.  MD,  Anesthesiology,  3339  McClure  Ave  , Pittsburgh  15212 

Laurie  A Ward,  305  Halket  St.,  Pittsburgh  15213 

Robert  D Wardlow,  205  Robinson  St. . #6,  Pittsburgh  15213 

llene  D Wemtraub,  120  Ruskin  Ave  , #623,  Pittsburgh  15213 

Melinda  J Wolf,  MD,  Internal  Medicine,  120  Ruskin  Ave  , Pittsburgh  15213 

David  H Wolfson,  714  Summerleu,  #4,  Pittsburgh  15232 

Michael  D Wolk,  120  Ruskin  Ave  , Apt  823,  Pittsburgh  15213 

Bruce  A Wright.  396  Newburn  Dr,  Pittsburgh  15216 

Paula  M Zak,  3324  Ward  St.,  Apt  1,  Pittsburgh  15213 

John  J Zapp,  R D 1 Box  393,  West  Newton  15089 

BEAVER  COUNTY 

Kathryn  E Kraus,  MD,  Allergy  and  Immunology,  733  Bank  St.,  Beaver  15009 

Scott  S Piraman,  MD.  Family  Practice,  Brush  Creek  Rd.,  Apt  E-1,  Beaver  Falls  15010 

BERKS  COUNTY 

James  L Arndt.  MD,  Psychiatry,  Wissahickon  Garden  Apts  , 4-D,  Philadelphia  19144 
Daniel  D Goran,  MD,  Dermatology,  150  N.  11th  St.,  Reading  19601 
Cathy  J Hoshauer.  MD,  Pediatrics,  408  Greentree  Village,  Lebanon  17042 
Douglas  D Zischkau.  MD.  Family  Practice,  Medical  Office  Ctr . 200  N 13th  St.,  Reading 
19604 

BLAIR  COUNTY 

Mohammad  N Dowlut,  MD,  Internal  Medicine,  1400  Logan  Blvd  , Altoona  16602 
Edward  C Rainey.  MD,  Obstetrics/Gynecology,  909  E Main  St..  Roaring  Springs  16673 
Jay  A.  Robinson,  MD,  Family  Practice,  2711  Fifth  St.,  Altoona  16601 

BRADFORD  COUNTY 

Clifford  H Carlson,  MD,  Psychiatry,  Guthrie  Clinic  Ltd.,  Sayre  18840 
Welby  Winstead,  MD,  Otolaryngology.  Guthrie  Clinic  Ltd.,  Sayre  18840 

Continued 
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(BRAZED  the  BROWN  PHARMACEUTICAL  CO.,  INC. 
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For  Full  Prescribing  Information,  Please  See  PDR. 


new  members 


BUCKS  COUNTY 

Mary  A Bartusis,  MD,  Psychiatry,  1007  N Penna.  Ave  , Morrisville  19067 
David  L Buch,  MD,  Psychiatry,  807  Lawn  Ave  , Sellersville  18960 
Jeffrey  A Buckwalter,  MD,  Otolaryngology,  Franklin  Bldg  , Franklin  & Wood  St., 
Doylestown  18914 

Jay  G Friedberg,  MD.  Ophthalmology,  172  Middletown  Blvd  , Langhorne  19047 
Annette  Y Griffith,  MC,  Diagnostic  Radiology,  133  Meadowbrook  Rd  , Fluntingdon  Valley 
19006 

Aaron  S.  Hasiuk,  MD,  Obstetrics/Gynecology,  c/o  Jerry  Naples.  MD,  Levitown  19058 
Bohdan  Marlynec,  MD,  Internal  Medicine,  437  Linden  Ave  , Doylestown  18901 
Allan  Zubkin,  MD,  General  Surgery,  626  Woodland  Ave  , Cheltenham  19012 

BUTLER  COUNTY 

Dennis  M.  Demby,  MD,  Internal  Medicine,  1022  N.  Main  St.,  Butler  16001 
Mayur  Patel,  MD,  Oncology,  230  S.  Washington  St.,  Butler  16001 
Peter  M Zablotsky,  MD,  Obstetrics/Gynecology,  939  E.  Brady  St. , Suite  303,  Butler 
16001 

CENTRE  COUNTY 

Magnus  Lakovics,  MD,  Psychiatry,  Earlystown  Rd  , R D 1,  Box  259,  Centre  Hall  16828 

CHESTER  COUNTY 

Neil  H.  Goldstein,  MD,  Internal  Medicine,  Brandywine  Prof.  Bldg.,  213  Reeceville  Rd., 
Ste.  26,  Coatesville  19320 

CLEARFIELD  COUNTY 

Anthony  F Shedlock,  DO,  Family  Practice.  710  Brisbin  St.,  Houtzdale  16651 

DAUPHIN  COUNTY 

Jane  G.  O.  Anni,  MD,  Pediatrics,  2600  N Third  St,,  Harrisburg  17110 
Mark  D Bjorklund,  MD,  Family  Practice,  University  Manor  Apt.  234,  Hershey  17033 
Paul  K Davis,  MD,  General  Surgery,  351,  Briarcrest  Apts.,  Hershey  17033 
Barry  J.  Edelman,  MD,  Emergency  Medicine,  R D 3,  Box  3611,  Deer  Trail  Rd.,  Spring 
Grove  17362 

Mark  P Holencik,  DO,  Orthopaedic  Surgery,  875  S.  Arlington  Ave.,  Harrisburg  17109 
David  A.  Long,  MD,  Family  Practice,  1333  Oak  Lane,  New  Cumberland  17070 
Alexander  C Mamourian,  MD,  Diagnostic  Radiology,  M S Hershey  Medical  Ctr,  Dept  Of 
Radiology,  Hershey  17033 

Neelima  M.  Parikh,  MD,  Anesthesiology,  16  Ringneck  Dr.,  Harrisburg  17112 

DELAWARE  COUNTY 

Richard  A Benoit,  DO,  Internal  Medicine,  107  Grandview  Rd  , Ardmore  19003 
Christina  E Ellis,  MD,  Obstetrics/Gynecology,  Lankenau  Hospital,  Philadelphia  19103 
Monte  S.  Grossman,  MD,  Emergency  Medicine,  940  Mt.  Moro  Rd  , Villanova  19085 
John  J.  Hobson,  MD,  Internal  Medicine,  116  W.  Beechtree  Lane,  Wayne  19087 
Philip  K McElroy,  MD,  Anesthesiology,  4980  State  Rd.,  Apt.  602,  Bldg.  2,  Drexel  Hill 
19026 

Patricia  A Montgomery,  MD,  Family  Practice,  5200  Hilltop  Dr.,  K-12,  Brookhaven  19015 
Ha  T Nguyen.  MD,  Internal  Medicine,  St.  Bernard  S Hall,  #3-G,  567  Lansdowne  Ave., 
Darby  19023 

Carl  W.  Sharer,  DO,  Oncology,  5200  Hilltop  Dr.,  H-10,  Brookhaven  19015 
Cathy  S.  Smith,  MD,  6820  Drexelbrook  Dr.,  Drexel  Hill  19026 

ELK-CAMERON  COUNTY 

Narayanaswamy  Subramany,  MD,  General  Surgery,  129  N.  Michael  St. , 15857 

ERIE  COUNTY 

Geoffrey  P.  Dunn,  MD,  General  Surgery,  104  East  Second  St.,  Erie  16507 
Peter  O.  Kroemer,  MD,  Family  Practice,  201  Waterford  St.,  Edinboro  16412 
Stephen  E Schell,  MD,  Otolaryngology,  1611  Peach  St.,  Erie  16501 

FRANKLIN  COUNTY 

Michael  R Cashdollar,  MD,  Oncology,  120  N Seventh  St.,  Chambersburg  17201 

LACKAWANNA  COUNTY 

Robert  E.  Sibley,  MD,  Urological  Surgery,  802  Jefferson  Ave.,  Scranton  18510 

LANCASTER  COUNTY 

Alice  E.  Slippey,  MD,  Family  Practice,  134  S.  Lemon  St.,  #3,  Lancaster  17602 

LEHIGH  COUNTY 

Bijan  Khoshbin,  MD,  Pathology,  1608  33rd  St.,  SW.,  Apt.  C,  Allentown  18103 
Kyu-S.  Kim,  MD,  Physical  Medicine/Rehabilitation,  1736  Hamilton  St.,  Allentown  18104 
Edward  S.  McIntyre,  MD,  Emergency  Medicine,  21  S.  Glenwood  St.,  Allentown  18104 
Jonathan  R Moldover.  MD,  Physical  Medicine/Rehabilitation,  Fifth  & St.  Johns  St., 
Allentown  18103 

LUZERNE  COUNTY 

Maria  K.  McGrane,  MD,  Family  Practice,  Route  118,  Box  700,  Dallas  18612 

MIFFLIN- JUNIATA  COUNTY 

Joseph  B Falchek,  MD,  Anesthesiology,  4826  Village  Lane,  Toledo  43614 

MONTGOMERY  COUNTY 

Anne  L.  Barlow,  MD,  Cardiovascular  Diseases,  856  Grove  Ave.,  Flourtown  19031 


MONTOUR  COUNTY 

John  R Ayres,  MD,  General  Surgery,  109  Green  St. , Danville  17821 
Keith  R Becker,  MD,  R D 5,  Box  398,  Danville  17821 

Henry  F Fesniak,  MD,  Internal  Medicine,  252  Melrose  St. , Marion  Heights  17832 
Jeffrey  M Greco,  MD,  Internal  Medicine,  300  S Hickory.  Mt.  Carmel  17851 
David  J Marzewski,  MD,  Neurology,  Geisinger  Med  Center,  Danville  17822 
Frank  D O’Brien,  III,  MD,  Orthopaedic  Surgery,  RD  6,  Box  121,  Danville  17821 
William  E Wood,  MD,  Otolaryngology,  Mahoning  Terrace,  Apt  D-2,  Danville  17821 

PHILADELPHIA  COUNTY 

George  A Alexander,  MD,  Thoracic  Surgery,  1420  Locust  St..  #36-0,  Philadelphia  19102 
Harry  J Bell,  MD,  Physical  Medicine/Rehabilitation.  Moss  Rehabilitation  Hosp  . 12th  & 
Tabor  Rd.,  Philadelphia  19141 

Robert  A Beyer,  DO,  Emergency  Medicine,  8516  Jeanes  St.,  1st  Floor,  Philadelphia 
19111 

James  P Brady,  MD,  Psychiatry,  1511  Rodman  St..  Philadelphia  19146 
Mae  H Caleb,  MD,  Immunology,  2011  Mount  Vernon  St.,  Philadelphia  19130 
Iqubal  S Dhaliwal,  MD.  5812  Oilman  St.,  Philadelphia  19135 
James  W Feussner,  MD,  Child  Psychiatry,  Parkway  House  Apt  1012-A,  2201  Penna 
Ave  , Philadelphia  19130 

Amy  H Finkelstein,  MD,  Internal  Medicine,  2023  Mt  Vernon  St.,  Philadelphia  19130 
Scott  M Goldman,  MD,  Thoracic  Surgery,  1025  Walnut  St.,  Philadelphia  19107 
Suman  Goyal,  MD,  Pediatrics,  340  Warren  Blvd  , Broomall  19008 
Richard  M.  Greenberg,  MD,  Cardiovascular  Diseases,  360  Bar  Harbor  Rd.,  Jenkintwon 
19046 

Arthur  Gumer,  MD,  Obstetrics/Gynecology,  604  Washington  Square  S #110,  Philadelphia 

19106 

Janis  S.  Halpern,  MD,  Pediatrics.  2020  Old  Lincoln  Highway,  Woodbourne  Square, 
Langhorne  19047 

Sidney  J Kalish.  MD,  Ophthalmology,  2301  S 13th  St.,  Philadelphia  19148 

Lewis  R Kline,  MD,  Pulmonary  Diseases,  132  Valley  Stream  Circle,  Wayne  19087 

Joseph  Levy,  MD,  Urological  Surgery,  6655  McCallum  St. , Philadelphia  19119 

Randall  F Maguire,  MD,  Pathology,  408  Cheltena  Ave.,  Jenkintown  19046 

Harold  G Parker,  II.,  MD,  Cardiovascular  Surgery,  1025  Clinton  St. , #105,  Philadelphia 

19107 

William  D Paterson,  MD,  Anesthesiology,  5200  Hilltop  Drive  #s-12,  Brookhaven  19015 
Karen  G Putterman,  MD,  General  Preventive  Medicine,  Smith  Kline  & French  Labs  . 

1900  Market  St  Pob  7929,  Philadelphia  19101 
Edward  S.  Schulman,  MD,  Pulmonary  Diseases,  1025  Walnut  St.,  Rm.  808,  Jefferson 
Medical  College,  Philadelphia  19107 

Jane  G Schweitzer,  MD,  Ophthalmology,  51  N 39th  St.,  Philadelphia  19104 
Marylee  Sole,  MD,  General  Surgery,  304  S.  10th  St.,  #D,  Philadelphia  19107 
Charles  W Wagner,  MD,  Pediatric  Surgery,  700  Ardmore  Ave.,  315  Newport  Manor, 
Ardmore  19003 

Jon-Marc  Weston,  MD,  Ophthalmology,  1829  Pine  St.,  Philadelphia  19103 

George  F Wiemann,  MD,  Cardiovascular  Diseases,  631  Kenilworth  Rd.,  Ardmore  19003 

TIOGA  COUNTY 

Margaret  J.  Cheadle,  MD,  Family  Practice,  Guthrie  Clinic,  Wellsboro  Family  Health  Ctr., 
Wellsboro  16901 

WARREN  COUNTY 

Dhan  Raj,  MD,  Anesthesiology,  1284  Conewango  Ave  Ext  I-,  Warren  16365 

WESTMORELAND  COUNTY 

Rafael  I.  Velez,  MD,  Anesthesiology,  1515  Locust  St. , Apt.  7-C,  Pittsburgh  15219 
Barbara  K Wang,  MD,  Internal  Medicine,  1100  Ligonier  St.,  Latrobe  15650 

YORK  COUNTY 

Robert  D Nelson,  MD,  Anesthesiology,  1850  Normandie  Dr. , York  17404 

STUDENTS 

Janet  L.  Albright,  4557  Boone  St. , Philadelphia  19128 
Mary-Theresa  Baker,  3613  Fox  St.,  Philadelphia  19127 
Guiti  Balakhane,  4226  Pien  Street,  #3-R,  Philadephia  19104 
Robert  J Baranowski,  3323  Belgrade  St. . Philadelphia  19134 

James  E Bell.  The  Windsor,  Apt  1711,  1700  Ben  Franklin  Pkwy  , Philadelphia  19103 

Gerard  A Delgrippo,  Jr,  1000  Walnut  St.,  Apt  309,  Philadelphia  19107 

Diane  L Dietzen,  233  Winona  St.,  Philadelphia  19144 

David  G Dix,  3650  Chestnut  St..  Box  453,  Philadelphia  19104 

Francis  J Domzalski,  3636  Heather  Rd.,  Huntingdon  Valley  19006 

Mark  C.  Gillespy,  704  South  Mildred  St..  Philadelphia  19147 

Timothy  J Hayes,  7718  McCallum  Street,  Philadelphia  19118 

Vivian  T.  Kim,  3650  Chestnut  St.,  Box  263,  Philadelphia  19104 

Todd  P Lefkoe,  4189  Ridge  Ave.,  2nd  FI.  Philadelphia  19129 

Mark  J.  Libassi,  642  Hermitage  St..  Philadelphia  19128 

Joanne  L Manstein,  1400  Rydal  Rd.,  Rydal  19046 

John  G.  McHenry,  5000  Woodbine  Ave.,  Apt.  311,  Philadelphia  19131 

William  H Nelson,  1035  Spruce  St. . #306,  Philadelphia  19107 

Suzanne  P Olivieri,  1000  Walnut  St,  Apt  300,  Philadelphia  19003 

Daniel  K Oneill,  1000  Walnut  St.,  Apt  1609,  Philadelphia  19107 

Patricia  P Papadopoulos,  325  N 15th  St.,  Apt  1207,  Philadelphia  19102 

Stacia  T Remsburg,  950  Walnut  St. , #411,  Philadelphia  19107 

Charles  F Romberger,  100  Martin  Ave  , Gilbertsville  19525 

Donna  H Showers,  2254  Bryn  Mawr  Ave  , Apt  3br,  Philadelphia  19131 

Christine  L Stanley,  1326  Spruce  St..  #1005,  Philadelphia  19107 

Sandra  D Stratford,  8015  Gilbert  St. , Philadelphia  19150 

Daniel  L Wohl,  6309  Fox  Hill  Rd  , Philadelphia  19120 

Ron  Wright.  3815  Walnut  St.,  #191,  Philadelphia  19104 
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Strong  on  results,  Simple  to  late 


In  recurrent  urinary  tract  infections 


Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin. 

PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation, 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function. 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently, be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein. 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA)  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis , Mutagenesis , Impairment  of  Fertility:  Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
i with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
| effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

I Pregnancy : Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit 
! justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 
section. 


Nursing  Mothers:  See  CONTRAINDICATIONS  section. 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia, 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash.  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem 
branous  enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary : Renal  failure,  interstitial  nephritis,  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN, AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet, .two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
min,  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CAR/NIl  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500;  Tel-E-DoseH  packages  of  100;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT 
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Strong  on  results.  Simple  to  take 


Ullvl  E.  coli 
destroyed  by 
Bactnm  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily 
correlate  with 
clinical  results.) 


UvIV/l  v E.  coli 
culture— color- 
enhanced  scanning 
electron  microscopy 
(SEM). 
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destroyed  by 
Bactnm  5 x MIC 
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In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 

(trimethoprim 

Effective  and  versatile  b.i.d.  therapy 
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before 

Otoscopic 
view  of  tympanic 
membrane  in  a 
patient  who  did  not 
respond  to  ampicillin 
therapy. 


after 

Same  patient 
after  ten  days 
of  Bactrim 
therapy. 


Please  see  preceding  page  for  a summary  of  product  information. 
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Animal  studies  demonstrated: 


Valium  (diazepam/Roch( 

brain  receptor  site:  I 
duration  tnan  that 


Valium  (diazepam/Roche)  l.V  I 
bound  to  receptor  at  30  seconds 


Lorazepam  (l.V): 
not  yet  bound  at  30  seconds 


Receptor  occupancy  may 
be  more  relevant  than 
plasma  half-life  in  defining 
duration  of  action 

The  question 
under  investigation: 

Why  does  lorazepam  (l.V.),  with  its  intermedi- 
ate elimination  half-life,  evoke  a longer  period 
of  amnesia  and  sedation  than  Valium 
(diazepam/Roche),  which  has  a longer  plasma 
half-life? 

The  postulate: 

Lorazepam  binds  more  tightly  than  diazepam 
to  central  benzodiazepine  receptors — and 
remains  bound  longer. 


The  experiments: 

At  varying  times  after  dosing  with  l.V.  diazepam 
or  l.V.  lorazepam,  experimental  rats  were  sacri- 
ficed and  their  brain  tissues  subjected  to  bind- 
ing assays  and  autoradiography. 
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EX  VIVO  RECEPTOR  BINDING  PROFILE 
AFTER  INTRAVENOUS  LORAZEPAM 
OR  INJECTABLE  VALIUM  (diazepam/Roche) 


MINUTES  POST-DRUG 
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occupancy  of 

vas  faster  and  of  shorter 

rf  lorazepanr 


folium  (diazepam/Roche)  I.Y:  unbound  Lorazepam  (I.V):  still 

from  receptor  at  60  minutes  receptor  bound  at  60  minutes 


The  results: 

)iazepam  receptor  occupancy  peaked  at  30 
econds  after  dosing  and  returned  to  baseline 
i 60  minutes.  Peak  lorazepam  receptor  occu- 
ancy  did  not  occur  until  10  minutes  after 
osing  and  continued  to  be  strongly  in  evi- 
ence  after  60  minutes,  with  45%  occupancy 
till  being  observed. 


The  exact  nature  of  the  correlation 
between  benzodiazepine  binding  sites  and 
receptors  in  relation  to  clinical  effect  is  still 
being  defined.  Considerable  evidence  sup- 
ports the  correlation.  Although  these  animal 
results  are  consistent  with  clinical  experience 
concerning  relative  duration  of  action,  direct 
human  data  on  receptor  binding  and  human 
effects  are  still  under  investigation. 


VALIUM® 

diazepam/Roche 

1.  2-mg,  5-mg,  10-mg  scored  tablets 
2-ml  ready-to-use  Tel-E-Ject®  disposable  syringes  n _ . 

2-ml  ampuls,  10-ml  vials  J 3 m 

t the  forefront  of  neuroreceptor  research 
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® Please  see  next  page  for  summary  of  product  information. 


Valium » (diazepam/Roche)  <E  Tablets 

Valrelease®  ( diazepam/Roche)  @ slow-release  Capsules 

Injectable  Valium*  (diazepam/Roche)® 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms  of 
anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agitation, 
tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome  Ora ! forms  may  be  used  adjunctively  in  convulsive  disorders, 
but  not  as  sole  therapy  Injectable  form  may  also  be  used  adjunctively  in:  status 
epilepticus;  severe  recurrent  seizures,  tetanus;  anxiety,  tension  or  acute  stress  reac- 
tions prior  to  endoscopic/surgical  procedures;  cardioversion 
The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodically 
reassess  the  usefulness  of  the  drug  for  the  individual  patient. 

Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age;  known 
hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg,  operating  machinery,  driving)  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and  exces- 
sive doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported  follow- 
ing abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several  months  After  extended  therapy,  grad- 
ually taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts  or  alcoholics) 
under  careful  surveillance  because  of  predisposition  to  habituation/dependence 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment  When  using  oral  forms  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal in  such  cases  may  be  associated  with  temporary  increase  in  frequency  and/ 
or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I V.  inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given;  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  urist . itse  extreme  care  to  avoid  intra  arterial  administration  or  extrav- 
asation Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or  infusion 
flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it  may  be 
injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea,  have  resuscitative  facilities  available.  When  used  with  nar- 
cotic analgesic  eliminate  or  reduce  narcotic  dosage  at  least  Vs,  administer  in  small 
increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute  alco- 
holic intoxication  with  depression  of  vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed  In  children,  give  slowly  (up  to  0 25  mg/kg  over  3 minutes)  to 
avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  minutes.  If  no 
relief  after  third  administration,  appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in  highly 
anxious  patients  with  accompanying  depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accumulation  in 
patients  with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (initially  2 to 
2Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed  and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration.  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  promptly  controlled,  seizures  may  return,  readminister  if  nec- 
essary; not  recommended  for  long-term  maintenance  therapy  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available  Hypotension  or  mus- 
cular weakness  possible,  particularly  when  used  with  narcotics,  barbiturates  or 
alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipation,  depression, 
diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice,  changes  in 
libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo,  blurred  vision  Paradoxical  reactions  such  as  acute  hyperexcited 


Valium®  (diazepam/Roche) 
Valrelease®  (diazepam/Roche) 
Injectable  Valium®  (diazepam/Roche) 


states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  i 
turbances  and  stimulation  have  been  reported;  should  these  occur,  discontinue  d 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts  | 
liver  function  tests  advisable  during  long-term  therapy  Minor  changes  in  EEG  p 
terns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after  diaz 
pam  therapy  are  of  no  known  significance. 

injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea,  ) 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect. 

oral  Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  tablets.  2 
10  mg  b i d.  to  q i d.;  or  1 or  2 Valrelease  capsules  (15  to  30  mg)  daily  Acute  alee  I 
withdrawal — tablets,  10  mg  t.i.d  or  q.i.d  in  first  24  hours,  then  5 mg  t.i  d.  or  q.i 
as  needed;  or  2 capsules  (30  mg)  the  first  24  hours,  then  1 capsule  (15  mg)  daif 
needed.  Adjunctively  in  skeletal  muscle  spasm — tablets.  2 to  10  mg  t.i.d.  or  q i d 
or  1 or  2 capsules  (15  to  30  mg)  once  daily.  Adjunctively  in  convulsive  disorders 
tablets.  2 to  10  mg  bid  to  q i d.;  or  1 or  2 capsules  (15  to  30  mg)  once  daily 
Geriatric  or  debilitated  patients  Tablets— 2 to  2 Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule  (15  i 
daily  when  5 mg  oral  Vftlium  has  been  determined  as  the  optimal  daily  dose 
Children  Tablets— 1 to  2 Vi  mg  t.i.d  or  q.i.d.  initially,  increasing  as  needed  and  J| 
tolerated  (not  for  use  in  children  under  6 months)  Capsules — 1 capsule  (15  mj 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  ( n< 
for  use  in  children  under  6 months) 

inieciable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I V 
depending  on  indication  and  severity  Larger  doses  may  be  required  in  some  cc 
ditions  (tetanus)  In  acute  conditions  injection  may  be  repeated  within  1 hour, 
although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses  (usually  2 t<  . 
5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients  and  when  s<  1 
tive  drugs  are  added  (See  Warnings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below,  have  resuscitative  facilities  avail; 
I.M  use  by  deep  injection  into  the  muscle 

IV  use  inject  slowly,  take  at  least  one  minute  for  each  5 mg(l  ml)  given  Do  n> 
use  small  veins,  i.e  , dorsum  of  hand  or  urist  Use  extreme  care  to  at  cud  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with  oth 
solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to  administer 
Valium  directly  IV,  it  may  be  injected  slowly  through  the  infusion  tubing  as  cla<\ 
as  possible  to  the  vein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I V,  and  II 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  I V,  repeat  1 
3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  I V initially,  thll 
5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg  I.M.  i 
I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may  require  lai.l 
doses);  in  children  administer  I V slowly,  for  tetanas  in  infants  over  30  days  of ; 'I 
1 to  2 mg  I.M  or  I V,  repeat  every  3 to  4 hours  if  necessary;  in  children  5 years  -I 
older,  5 to  10  mg  repeated  every  3 to  4 hours  as  needed  Respiratory  assistance 
should  be  available. 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (IV  route  preferred),  5*. 
10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up  tci 
30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possibilill 
of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung  disease  f 
unstable  cardiovascular  status.  Infants  (over  30  days)  and  children  (under  5 ye;  1 
0.2  to  0.5  mg  slowly  every  2 to  5 nun  , up  to  5 mg  ( I V preferred)  Children  5 yjJ 
plus,  1 mg  every  2 to  5 min  , up  to  10  mg  (slow  I V preferred);  repeat  in  2 to  4 il 
hours  if  needed  EEG  monitoring  may  be  helpful 

In  endoscopic  procedures,  titrate  I V dosage  to  desired  sedative  response,  gencij 
ally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior  t; 
to  procedure;  if  I V cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes 
prior  to  procedure  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  51 
15  mg  I V within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatolc | 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on  oul 
form  if  further  treatment  is  required 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion,  a a 
diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  employ  gener  | 
supportive  measures,  I V fluids,  adequate  airway.  Use  levarterenol  or  metarami  l| 
for  hypotension  Dialysis  is  of  limited  value 

How  Supplied: 

oral  Valium  round,  scored  tablets  with  a cut  out  “V  design — 2 mg,  white;  5 m 1 1 
yellow;  10  mg,  blue — bottles  of  100  and  500;  Prescription  Paks  of  50,  available  i ! 
trays  of  10.  Tel-E-Dose®  packages  of  100,  available  in  boxes  of  4 reverse-numbe  B 
cards  of  25,  and  in  boxes  containing  10  strips  of  10 
Vilrelease  slow-release  capsules — 15  mg  (yellow  and  blue),  bottles  of  100; 
Prescription  Paks  of  30. 

injectable  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (dispoj  j 
able  syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam,  compound!  j 
with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benze 1 
acid  as  buffers,  and  15%  benzyl  alcohol  as  preservative. 
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of  Ayerst  Laboratories. 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 
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Once-daily 

For  betati£ktdilNDERAL  LA 

(PROPRANOLOL  HCI)  L<C/$SULESG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol , resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product,  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity. 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a qumidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  mfarclion,  following  abrupt  discontinuance  of 
-INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physicians  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 
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INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser-| 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


Carcinogenesis . Mutagenesis . Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose.) 

There  are  no  adequate  and  well-controlled  studies.in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have, 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo-* 
tension,  paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type  T j 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual  1 1 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis  nonthrombocytopenic  purpura,  thrombocytopenic  i 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronies  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions; 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol  I1' 


DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  as 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL . j 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  j 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  ! 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may  j 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 

HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  bi  I 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved  ] 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required  The  lime  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 


HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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LEADERSHIP  CONEERENCE  Attendance  broke  records  at  the  1985  Leadership  Conference  April 
SETS  ATTENDANCE  RECORD  17  and  18  at  Hershey  Lodge.  Some  450  conferepce  participants 

heard  a series  of  speakers  on  topics  pertaining  to  hospital  medical 
staff  affairs.  On  April  16,  nearly  200  guests  from  the  Pennsylvania 
General  Assembly  mingled  with  hosting  physicians  at  a reception  in 
their  honor  preceding  the  conference. 


NATIONAL  TELECONFERENCE  The  Pennsylvania  Medical  Society  will  host  three  viewing  sites  in 
ON  MALPRACTICE  JUNE  3 Pennsylvania  when  the  American  Medical  Association’s 

teleconference  on  professional  liability  insurance  is  broadcast 
June  3.  A panel  of  experts  in  law,  insurance,  and  medicine  will 
discuss  professional  liability  and  answer  telephoned  questions  from 
participants  around  the  country.  This  marks  the  first  time  the 
American  Medical  Association  will  teleconferencing  to  communicate 
with  its  members  and  is  the  first  of  a series  of  three  teleconferences 
which  the  Hospital  Satellite  Network  will  produce  and  transmit  for 
the  AMA  in  1985.  PMS  will  sponsor  and  staff  the  showings  at  Albert 
Einstein  Medical  Center  Northern  Division  in  Philadelphia,  Holy 
Spirit  Hospital,  Camp  Hill,  and  Forbes  Regional  Health  Center  in 
Monroeville,  a Pittsburgh  suburb.  The  two-hour  program  will  begin 
at  1 p.m.  and  will  earn  two  hours  of  Category  I CME  Credit  for 
viewers  who  complete  and  submit  forms.  Further  information  is 
available  by  calling  1-800-638-3336. 


SUMMARY  SUSPENSION  S.B.  83,  approved  by  the  legislature  late  in  April  and  awaiting  the 

OF  LICENSE  IMMINENT  signature  of  Governor  Dick  Thornburgh,  gives  the  Board  of  Medical 

Education  and  Licensure  the  power  of  summary  suspension  of  a 
physician’s  license  if  the  physician  “presents  immediate  and  clear 
danger  to  the  public  health  and  safety.”  Until  now,  regardless  of 
circumstances,  the  medical  board  has  been  required  to  investigate 
charges  and  complete  hearings  before  suspending  a physician’s 
license. 


rWO  MORE  COMPANIES  Medical  Protective  Co.  and  Pennsylvania  Casualty  Co.  are  the  latest 

SEEK  RATE  INCREASES  professional  liability  insurance  companies  to  file  for  rate  increases. 

Medical  Protective  requested  a 25.3  percent  overall  increase  in 
premiums,  affecting  some  6,300  policyholders  in  Pennsylvania.  The 
filing  was  published  April  13  in  the  Pennsylvania  Bulletin. 
Pennsylvania  Casualty,  a subsidiary  of  the  Pennsylvania  Hospital 
Insurance  Company,  requested  an  increase  of  35  percent,  which 
would  affect  1,455  physicians  in  Pennsylvania.  That  filing  was 
published  April  27.  Since  October  1984,  five  other  insurers  have 
requested  increases  in  professional  liability  insurance  premiums: 
PMS  Liability  Insurance  Company  (25%),  Joint  Underwriting 
Association  (25.1%),  St.  Paul  Insurance  Companies  (30%),  Insurance 
Services  Office  (34.7%),  and  Physicians  Professional  Insurance 
Exchange  (33%). 


VLEDICAL  CARE  FOUNDATION  The  Pennsylvania  Medical  Care  Foundation  began  work  March  1 
WARDED  REVIEW  CONTRACT  under  a subcontract  awarded  by  Health  Care  COMPARE,  a national 

firm  which  markets  private  peer  review  to  interested  organizations. 
Barbara  A.  Layne,  executive  director  of  the  Foundation,  said  the 
review  would  be  of  utilization  of  health  services  by  employees  in 
Pennsylvania  of  several  of  the  review  company’s  clients. 
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WORKERS’  COMP  PROGRAM 
FIELD  AUDIT  IN  PROGRESS 


STATE  LEADS  IN  PRESCRIBING 
STIMULANTS,  DEPRESSANTS 


FINAL  ‘BABY  DOE’ 
RULES  PUBLISHED 


PRESCRIPTIONS  REQUIRE 
PERSONAL  SIGNATURE 


NUMBER  OF  MDs 
EXCEEDS  500,000 


During  the  next  several  weeks,  field  auditors  of  Casualty  Reciprocal 
Exchange,  administrators  of  the  PMS-endorsed  workers’ 
compensation  insurance  program,  will  visit  offices  of  insured 
physicians.  These  audits  provide  data  to  calculate  the  past  year’s 
earned  savings,  on  which  refunds  are  based.  Insured  physicians  are 
asked  to  have  their  records  available  to  facilitate  the  visit  of  the  field 
auditor,  thereby  hastening  refunds.  In  former  years  subscribers 
received  refunds  of  nearly  half  of  premiums  paid. 

The  federal  Drug  Enforcement  Administration  reports  that  as  of  the 
end  of  1983,  Pennsylvania  led  all  other  states  in  the  collective  use  of 
prescription  stimulants  and  depressants.  The  report  ranked  the  per 
capita  consumption  of  22  controlled  prescription  drugs. 

Pennsylvania  was  in  the  top  ten  with  12  of  the  drugs;  only  the 
District  of  Columbia,  in  the  top  ten  with  14  of  the  drugs,  ranked 
higher.  In  1983,  Pennsylvania  was  first  in  the  prescribing  of 
amphetamine  and  secobarbital  and  second  with  methamphetamine, 
phenmetrazine  and  methaqualone  (manufacture  of  methaqualone 
was  discontinued  in  1984).  Pennsylvania  was  third  in  dispensing 
powdered  opium  and  fourth  in  tincture  of  opium,  fentanyl,  and 
amobarbital.  Secretary  of  Health  A.  Arnold  Muller,  MD,  called  on 
physicians  and  their  professional  societies  to  apply  peer  pressure  to 
the  “relatively  small”  number  of  physicians  who  contribute  to  this 
problem. 

The  Department  of  Health  and  Human  Services  published  final  rules 
governing  cases  of  severely  handicapped  infants  on  April  15.  The 
“Baby  Doe”  regulations,  effective  30  days  after  publication,  state 
that  physicians  and  hospitals  must  provide  necessary  treatment  for 
severely  handicapped  infants  unless  death  appears  inevitable.  But 
the  rules  specify  three  situations  in  which  medical  treatment  may  be 
withheld:  Irreversible  coma;  when  treatment  would  only  prolong 
inevitable  death;  and  when  treatment  would  be  so  extreme  and  so 
likely  to  be  futile  that  administering  it  would  be  inhuman.  The 
regulations  require  that  states  implement  them  by  October  9 to 
qualify  for  child  abuse  prevention  grants  from  the  federal 
government.  The  state  program  must  include  coordination  with 
hospitals,  effective  investigation  procedures,  and  court  ordered 
treatment  if  necessary. 

The  State  Board  of  Pharmacy  has  clarified  that  signatures  affixed  by 
means  of  a rubber  stamp  on  a prescription  would  not  be  in 
conformity  with  the  regulations  of  the  Controlled  Substance,  Drug, 
Device  and  Cosmetic  Act.  They  require  a signature  by  the  licensed 
practitioner  on  a prescription  order.  The  name  of  the  person 
prescribing,  written  personally,  is  required  on  prescriptions. 

An  AMA  publication  has  reported  that  in  1982  the  number  of  MDs 
in  the  United  States  was  501,958,  passing  the  half  million  mark  for 
the  first  time  in  history.  The  publication,  “Physician  Characteristics 
and  Distribution  in  the  U.S.,”  said  there  were  470  people  for  every 
physician  in  that  year,  compared  with  a ratio  of  703  to  one  in  1960. 
The  number  of  women  physicians  in  the  total  MD  population 
doubled,  from  6.3  percent  in  1960  to  12.8  percent  in  1982. 
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At  PMSLIC, 
your  premium  buys 
more  than  a policy. 

Choose  PMSLIC  for  your  professional  liability  coverage.  And  when 
you  do,  you  gain  an  added  benefit— access  to  a wide  range  of  risk  man- 
agement programs.  Nearly  all  are  free  of  charge  to  our  insureds.  But 
their  real  value  lies  in  their  service  to  you  and  the  medical  profes- 
sion-reducing the  threat  of  malpractice  litigation,  through  positive, 
well-informed  action. 


Audio  tapes  of  recent  risk 
management  seminars 


“Case  File,”  a self- 
paced  educational 
packet,  stressing 
problem  areas  in 
orthopedic  surgery 
and  surgical  and 
medical  specialties* 


Regional  seminars  featuring 


The  PMSLIC  Medical-Legal  Corres- 
pondence Course,  which  presents 
instructional  material  from  actual 
closed  malpractice  cases* 


Videotapes  highlighting 
medical-legal  issues 


Speakers  to  address 
your  group  or  local 
society* 


Category  I CME 
Credit  available 
through  the 
Pennsylvania 
\ Medical 
Society 


If  youd  like  to  know  more  about  the  benefits  of  insuring  with  PMSLIC,  write: 
Pennsylvania  Medical  Society  Liability  Insurance  Company,  Box  303,  Lemoyne, 
PA  17043.  Or  call,  toll-free,  1-800-445-1212. 


editorial 


Best  of  both  worlds 


Last  month  we  looked,  briefly,  at  some  computer- 
ized databases  that  are  available  for  physicians’  use. 
Information  systems  for  searching  as  well  as  interac- 
tive patient  management  systems  were  included. 
The  increasing  popularity  of  computers  and  the 
growth  in  numbers  and  types  of  available  databases 
have  generated  visions  of  a paperless  society  and 
electronic  libraries.  Are  libraries  destined  to  be  noth- 
ing more  than  row  after  row  of  CRTs  with  no  books, 
journals,  or  newspapers? 

Libraries  are  in  a transition  period.  Public  expecta- 
tions are  of  two  divergent  minds.  One  is  that  li- 
braries ought  to  have  technologically  efficient  re- 
search capabilities.  The  other  is  that  libraries  ought 
to  be  a retreat  from  daily  hustle  and  pressure  where 
one  can  retire  to  peruse  the  newspaper  or  read  a 
book.  Both  concepts  are  equally  meritorious  and, 
since  libraries  exist  to  serve  the  public,  each  expecta- 
tion should  be  met. 

Medical  researchers  especially  are  enamored  with 
the  idea  of  computerization.  The  provision  of  up-to- 
date,  topic-specific  information  through  utilization  of 
medical  literature  online  databases  has  vastly  im- 
proved the  physician’s  access  to  medical  articles. 
Much  less  patron  time  is  expended.  Searching  takes 
less  time,  leaving  more  for  reading.  Health  science 
librarians  have  had  to  educate  themselves  in  new  ar- 
eas of  expertise,  e.g.  the  technical  aspects  of  search- 
ing through  large  quantities  of  computerized  infor- 
mation to  retrieve  and  deliver  what  is  needed  in  a 
relatively  short  period  of  time.  This  is  probably  the 
single  most  important  function  that  has  been  realized 
from  computerization  of  the  medical  library  to  date. 
Other  applications  for  libraries  include  the  mainte- 
nance of  statistical  records  (circulation,  searches, 
document  delivery),  telefax  transmission  of  inter- 
library  loans,  electronic  mail  services,  computerized 
cataloging,  and  online  journals. 

But  computerized  libraries  are  not  without  their 
own  peculiar  set  of  problems.  One  is  that  most  data- 
bases currently  offer  only  citations  and,  possibly,  an 
abstract,  but  do  not  include  the  whole  source.  Some 
concepts  are  not  easily  defined  and  without  specific- 
ity, it  is  difficult  to  assign  indexing  terms.  Searching 
over  inexact  terms  often  produces  what  are  known 


as  false  drops— articles  that  fit  the  indexing  parame- 
ters but  do  not  satisfy  the  need.  In  other  cases,  the 
indexing  term  is  clearly  defined,  but  is  not  in  accord 
with  the  definition  the  user  commonly  applies  to  the 
term.  Computers  are  notoriously  specific;  they  do 
not  allow  for  human  interpretation. 

Electronic  libraries  may  turn  into  budget  break- 
ers. At  a time  when  all  libraries,  health  science  and 
others,  are  experiencing  budget  cutbacks  and  strict  i 
cost  accounting,  the  expenses  of  computerization 
may  be  prohibitive.  The  cost  of  terminals,  computer  i 
printers,  electrical  and  telephone  connections,  and  li-  j 
brary  staff  training  is  considerable.  In  addition, 
there  are  usually  charges  for  computer  time  used  in 
accessing  databases,  electronic  prints,  and  perhaps 
royalties.  Recent  studies  indicate  that,  electronic  li-  i 
braries  notwithstanding,  the  use  of  paper  is  increas-  I 
ing,  especially  for  photocopying,  microfilm/micro- 
fiche  printing,  and  computer  printing. 

While  browsing  through  the  current  journals  may 
not  be  efficient,  it  is  enjoyable  and  broadens  one’s 
education  through  chance  encounter.  Examing  new 
acquisitions  is  much  more  pleasant  when  handling 
and  reading  a book  rather  than  gazing  at  a CRT 
screen.  Books  can  be  read,  re-read,  annotated,  high- 
lighted, dog-eared,  and  book-marked.  Computers 
provide  immediate  information  sources  but  hard 
copy  has  personality,  recognizable  format,  and  famil- 
iarity. 

It  occurs  to  me  that  computerization  of  informa- 
tion services  in  libraries  has  produced  the  best  of 
both  worlds.  Quick  access  to  specific  pieces  of  data  is 
available  for  those  who  require  high-tech  procure- 
ment. But  a quiet,  peaceful,  hiding  place  for  casual  I 
reading  or  browsing  is  provided  for  those  who  desire 
the  familiar  atmosphere  of  a library.  It  seems  to  me 
that  the  predictions  of  a paperless  society  are  prema- 
ture, not  to  mention  undesirable.  If  the  trend  in  pa- 
per use  continues,  it  would  seem  that  computeriza- 
tion will  increase  the  need  for  libraries  as  repositories 
of  original  documents  and  providers  of  copies  from 
the  various  forms  in  which  information  has  become 
accessible. 

David  A.  Smith,  MD 

Medical  Editor 
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PROFESSIONAL  ASSOCIATIONS  SUBSCRIPTION  SERVICES 

|WE  ARE  AGENTS  FOR:  WORLD  BOOK  ENCYCLOPEDIA! 
vl  I vJ  vl  / vl  *r sj\J\J  ICall  or  write  for  current  promotiondl  offer 


29  Glen  Cove  Ave.,  Glen  Cove,  NY  11542 

Professionals,  Educators  and  College  Students:  Join 
thousands  of  your  colleagues  in  neighboring  states  who 
order  their  subscriptions  at  the  lowest  prices  anywhere 
Use  P.A.S.S.  for  all  your  personal  and  professional 


periodical  needs.  You  may  renew  or  extend  your  present 
subscriptions  through  the  program.  Make  P.A.S.S.  your 
ONE-STOP  discount  subscription  service.  And  re- 
member— magazines  make  great  gifts. 


USUAL  YOUR 
PUBLICATION  PRICE  PRICE 

American  Artist:9  1 ss  10.97 

American  Hea1th:9  iss  11.95 
American  Heritage  24.00  18.00 

Amer .Photographer :8  iss  6.65 
Americana  11.90  6.00 

Analog:Sc1-F1 : 10  iss  9.97 

Antique  Monthly  18.00  9.97 

Art  News  22.00  16.95 

Artist's  Mag:9  iss  18.00  9.97 

Arts  & Activities  15.00  13.50 

Arts  & Antiques  36.00  24.95 

Art  & Auction  36.00  26.95 

Arts  Magazine  33.00  30.00 

Asimov  Sc  I -F 1:10  iss  16.25  9.97 

Astronomy:9  iss  18.00  15.75 

Atlantic  Monthly  18.00  9.95 

Attenzione:8  iss  15.25  7.97 

Audio  17.94  8.97 

Audubon  Magazine  16.00  15.00 

Auto  Racing  Digest  7.95  5.97 

Autoweek: 30  iss  12.60  9.90 

Backpacker  18.00  14.97 

Baseball  Digest:10issl2.46  7.97 

Basketball  Digest  9.95  7.97 

Beauty  Digest  15.00  11.70 

Bestways  12.00  7.95 

♦Better  Homes  & Gdns.12.97  6.49 

Bicycling  14.97  9.97 

Bird  Watchers  Digest  11.00 

Black  Enterprise  10.00  6.00 

Boardroom  Reports:12  iss.  14.97 
Boating  18.00  15.97 

Bon  Appetlt  15.00 

Bottom  Line/Personal : 12  iss  9.99 


Bowling  Digest 
Brides 

♦Business  Week 
Campus  Life 
Car  & Driver 
Car  Craft 
Cats 

Cat  Fancy 
Catholic  Digest 


12.00  9.97 

12.00  9.00 
39.95  34.95 

14.95 

15.00  9.99 

12.94  7.97 

16.50  11.95 
15.97  11.95 

10.97 


Chocolatler  (4  per  yr)  10.00 
Chrlst'n  Sci. Monitor  96.00  72.00 


Circle  Track 
Coinage 

Collectors  Mart 
Columbia  Journ.Rev. 
Commentary 


19.95  9.98 

14.00  11.95 

18.00  15.96 

16.00  9.95 
33.00 


*****CHI LOREN'S  MAGAZINES******* 


10.80 


Boys  L 1 f e : 13  iss 
Chlckadeerage  3-8 
Chi  Id  life:age  6-10 
Childrens  D i g: 7-11 
Childrens  Playmate 
Cobblestone  :age  8-13 
Cricket:  age  6-13 
Ebony  Jr:  age  6-12 
Faces:  age  8-14 
Gifted  Childr. Newsletter 


11.95 

11.95 

11.95 


Humpty  Dumpty:4-7 
Jack  & Jill : age  6-8 
Jr.  MD:  age  9-13 
Muppet:  age  8-14 
0dyssey:9  1 ss : 8- 14 
Owl : age  8 & up 
Stone  Soup: age  8-12 
Turtle:  pre-school 


9.96 

15.00 

9.97 
9.97 
9.97 

18.50 

18.50  15.75 
8.00  5.00 

16.50 

24.00 
9.97 
9.97 
8.95 
6.00 

12.50  11.00 

15.00 

17.50  15.95 
11.95  9.97 


11.95 

11.95 

11.95 


USUAL  YOUR 
PUBLICATION  PRICE  PRICE 

****C0MPUTER  USERS  AND  BUFFS**** 
A*(2)  24.97  14.97 

Ahoy(3)  19.95 

Analog  Computing(5)  28.00  24.00 
Ant lc(5)  24.00  21.95 

Apple  0rchard(2)  24.00 

Byte  21.00 

Color  Micro  Jrnl.(l)  16.50  15.50 
Compute!  24.00  20.00 

Compute's  Gazette(3)  24.00 

Computer  Entertai nmntl8.00  11.97 
Computer  Graphic  World  30.00 

Computerwor Id  44.00 

Computing  Teacher  21.50 

Creative  Computing  24.97  14.97 
Digital  Review  29.97  24.97 

Dr.  Dobbs  Journal  25.00 

80  Micro! 1 ) 24.97  21.97 

Electronic  Learning  19.95  15.95 
Enter:for  children  10-16  12.95 

Family  Computings  iss.  9.97 


Hot  CoCo(l ) 
InCider(2) 
Interface  Age 
MacWorld(2) 
Micro 


24.97  21.97 
24.97  21.97 
24.95 
31.00  24.00 
24.00 


PC ( 4 ) : 26  iss  per  yr.  34.97  19.97 
PC  Tech  Journal (4)  29.97  24.97 

PC  World(4)  24.00  19.00 

Personal  Computings  Iss  8.97 
Popular  Computing  15.00  11.97 
Run( 3)  19.97  17.97 

Teaching  and  Computing  15.95 

(1) For  TRS-80  users(TM  Tandy) 

(2) For  Apple  users  (TM  Apple) 

(3) For  Vic-Coirmodore(TM) 

(4) For  IBM  (TM)  PC  users 

(5) For  Atari  users  (TM  Atari) 

******************************** 
Connoisseur  19.95  15.95 

Consumers  Digest  13.97 

Consumers  Reports  16.00 

Cons.  Research:9  iss  15.00  8.97 
Cookbook  Digest 
The  Cooks  Magazine 
Country  Journal 


Crafts  Magazine 
Cruise  Travel 
Cruising  World 
Cycle 

Cycle  World 
Dance 

Daytime  TV 
Digital  Audio 
Dirt  Rider 
♦Discover 
Dog  Fancy 
Dog  World 
Downbeat 
Early  Years 
Ebony 

The  Economist 
Ellery  Queen  Myst:10  iss. 
Equus  (Horses) 

Esquire 
Essence 

Exceptional  Parent 
Fact 

Family  Circle 


18.50 
18.00 

15.00  11.95 

15.00 

12.00  9.97 

18.00 

14.00  7.99 

13.94  6.97 

23.95  22.00 
15.90  9.90 

19.97 

11.94  7.97 

24.00  13.00 
15.97  11.95 

20.00  16.95 

15.75  7.95 

13.00 

16.00  9.97 

85.00  51.00 
9.97 

20.00 

17.94  9.95 

10.00  9.00 
16.00 

22.00  14.00 
14.45 


PUBLICATION 

PRICE 

PRICE 

Family  Handyman 

9 

.95 

5 

.95 

Fami ly  Life  Today 

17 

.96 

Feel ing  Great 

15 

.97 

Field  & Stream 

13 

.94 

7 

.94 

Fifty  Plus 

15 

.00 

8 

.97 

Financial  World:18  i 

ss 

18 

.95 

Fins  and  Feathers 

14 

.95 

Fishing  & Hunt. News 

29 

.95 

21 

.95 

Fly  Fisherman 

16 

.97 

Flying 

19 

.00 

15 

.97 

Food  and  Wine 

15 

.00 

8 

.50 

Football  Digest 

12 

.95 

7 

.97 

Forbes 

42 

.00 

28 

.00 

Forecast/Home  Economics 

16 

.96 

Fortune 

39 

.00 

19 

.50 

Forum 

18 

.00 

15 

.00 

Games  Magazine 

15 

.97 

2 yrs. 

24 

.97 

Gentlemens  Quarterly 

18 

.00 

13 

.50 

Glamour 

15 

.00 

12 

00 

2 yrs. 

22 

00 

Golf  Digest 

19 

.94 

9 

97 

Golf  Magazine 

15 

.94 

7 

97 

Golf  World 

22 

00 

Good  Housekeeping 

14 

97 

Gourmet 

18 

00 

13 

50 

Great  Foods  Magazine 

12 

00 

Guns  and  Ammo 

11 

94 

9 

97 

♦Harpers  Bazaar 

16 

97 

8 

97 

Harpers  Magazine 

18 

00 

11 

97 

Heal th 

22 

00 

11 

00 

High  F idel ity 

13 

95 

6 

98 

High  Technology 

21 

00 

15 

00 

Hitchcock  Mystery:10 

iss 

9 

97 

Hockey  Digest 

9 

95 

7 

97 

Hockey  News 

22 

95 

Home 

15 

00 

9 

90 

Home  Mechanics  Illus 

11 

94 

6 

94 

The  Homeowner 

15 

00 

7 

50 

Horizon:10  iss 

21 

00 

14 

95 

Horseman 

11 

95 

7 

95 

Horseplay 

22 

00 

Hot  Rod 

11 

94 

8 

97 

House  and  Garden 

24 

00 

18 

00 

♦House  Beautiful 

15 

97 

9 

97 

Hunting 

11 

94 

8 

97 

Inc 

18 

00 

12 

00 

Income  Opportunities 

10 

iss 

:3 

98 

Infoworld 

31 

00 

23 

40 

Inside  Sports:10  iss 

15 

00 

9 

97 

Instructor 

20 

00 

12 

97 

Interview 

20 

00 

18 

00 

Investors  Daily:6  mos 

42 

00 

Islands  Magazine 

18 

00 

Jazz  Times 

10. 

00 

Jerusalem  Post:24  Is 

18 

46 

15. 

97 

Jet 

36. 

00 

26. 

00 

Ladies  Home  Journal 

20. 

00 

10. 

00 

Learning 

16. 

00 

9. 

90 

♦Life 

27. 

00 

13. 

50 

Lottery  Players  Mag 

24. 

00 

18. 

00 

Mademoiselle 

15. 

00 

12. 

00 

2 yrs. 

22. 

00 

Medical  Update 

12. 

00 

9. 

95 

Metropolitan  Home 

15. 

00 

7. 

50 

Model  Railroader 

22. 

50 

Modern  Photography 

13. 

98 

6. 

99 

Modern  Screen 

13. 

50 

♦Money 

29. 

95 

15. 

00 

USUAL  YOUR 

PUBLICATION  PRICE  PRICE 

Mother  Earth  News  18.00 

Mother  Jones  18.00  12.00 

Motor  Trend  13.94  6.97 

Motorboating  & Sail.  15.97  12.99 
Motorcyclist  11.94  5.97 

Ms  Magazine  14.00  10.50 

Musician  18.00  10.97 

National  Geographic  16.50 

National  Lampoon  11.95  9.95 
2 yrs.  13.75 
National  Law  Journal  55.00  27.50 
The  Nation:24  iss  9.95 

Nation's  Business  22.00  15.95 
Natural  History  15.00  11.95 
Needle  and  Thread  14.00  10.50 
Needlecraft  for  Todayl4.00  10.50 
N.E.Jrnl.of  Medicine  Drs:55.00 
Res  & Intrns:35.00,Stdnts: 30.00 
New  Age  Journal  18.00  15.00 

New  Republic  48.00  28.00 

New  Shelter  10.97  9.97 

New  York  Business(Crain's)  40.00 
N.Y.  Review  of  Books  25.00  23.95 
New  Yorker  32.00  20.00 

2 yrs.  40.00 

Newsweek  41.00  20.80 

2 yrs.  41.60 

New  Woman  15.00 

♦Nursing  Life  12.95 

Old  House  Journal  16.00  13.95 

Omni  24.00  15.96 

1001  Home  Ideas  18.00  9.00 

Opera  News  30.00 

Organic  Gardening  12.97  9.97 

Outdoor  Life  13.94  6.97 

Outside:  10  iss  16.00  8.97 

Ovation  16.00  8.00 

Parents  18.00  11.95 

Penthouse  30.00  26.00 

People  51.50  25.75 

2 yrs.  51.50 

Petersens  Photograph. 13.94  6.97 

PHILADELPHIA  MAGAZINE  15.00 

Pickup  & Minltruck  11.94  6.97 

Playbill  (Broadway  Shows)  15.00 
Playboy  22.00  19.00 

Playgirl  20.00  17.50 

Popular  Bridge  9.95  7.95 

Popular  Mechanics  11.97  9.97 

Popular  Photography  12.00  7.99 

Popular  Science  13.94  7.97 

Present  Tense  14.00  8.77 

♦Prevention  13.97  7.00 

2 yrs.  13.97 

Pro  Football  Weekly  39.00  34.00 

Progressive  23.50  18.50 

Psychology  Today  16.00  12.97 

Radio  Electronics  15.97  12.97 

Reader's  Digest  13.93 

♦Redbook  11.97  6.97 

Road  and  Track  17.94  8.97 

Rolling  Stone  19.95  12.98 

The  Runner  15.00  12.97 

Runner's  World  19.95  15.90 

Sail  21.75  17.95 

Salt  Water  Sportsman  18.00  15.00 

Saturday  Evening  Post  12.97 

Savvy  Magazine  18.00  9.97 

Science  *85  18.00  13.95 


USUAL  YOUR 

PUBLICATION  PRICE  PRICE 

Science  Digest  13.97  11.97 

The  Sciences  12.00 

Scientific  American  24.00 

Sea  Magazine  15.94  8.97 

Self  15.00  12.00 

2 yrs.  22.00 

Seventeen  13.95 

73  (Amateur  Radio)  24.97  21.97 
Shape:6  iss  10.00  8.97 

Ski  11.94  6.97 

Skiing  10.00  4.99 

Skin  Diver  13.94  6.97 

Soap  Opera  Digest  32.50  22.75 
Soccer  Digest:6  Iss  7.95  5.97 
Sport  17.50  7.97 

Sporting  News:23  iss  18.00  9.97 

Sports  Afield  11.97  9.97 

Sports  Fitness  26.50 

Sports  Illustrated  53.50  26.75 
2 yrs.  53.50 

Stamps  16.50 

The  Star  16.95  14.95 

Starlog  23.99  22.99 

Stereo  Review  10.00  4.99 

Stereophile  20.00  14.97 

Success  Magazine  14.00  8.97 

Successful  Woman  24.00  18.00 
Tax  Hotline:6  iss  9.99 

Teen  12.95  7.95 

Teenage  12.00  9.97 

Teen  Beat  11.95 

Tennis  13.95  6.98 

Theatre  Crafts  24.00  14.95 

Time  52  wks.  51.50  25.75 

104  wks.  51.50 

Town  & Country  24.00 

Travel  & Leisure  20.00  12.00 

True  Story  14.95  8.97 

TV  Guide  31.20  26.00 

Twilight  Zone  15.00  11.97 

Ultrasport  11.95 

USA  Today  92.00  65.00 

U.S.News  & World. Rep. 41 .00  20.50 
U.S.News  Washington  Letter  39.00 
Us  Magazine  23.95  14.95 

Vanity  Fair  12.00  9.00 

Vegetarian  Times  19.95  14.95 

Venture  18.00  9.00 

Video  15.00  7.50 

Video  Review  12.00  6.97 

Village  Voice  32.76  22.00 

Vogue  24.00  21.00 

2 yrs.  40.00 

W Magazine  26.00  17.95 

Weight  Watchers  11.97  9.97 

W. Coast  Rev  of  Books  12.00  8.94 
Wind  Surf  Magazine  19.00  17.95 
Woman's  Day  13.35 

Women's  Sports  12.00  8.95 

Workbasket  6.00  5.00 

Workbench  6.00  5.00 

Working  Mother  11.95  9.95 

Working  Woman  16.00  12.00 

World  Tennis:8  Iss  10.65  9.97 

Writer's  Dig. : 9 Iss  18.00  9.97 

Yachting  20.00  16.97 

Yankee  (Colonial)  15.00  12.95 

Young  Miss  14.00  10.95 

♦ Reception  room  offer. 
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PAMD585 

newsfronts 


PMS  calls  for  stronger  medical  board 


Calling  for  a stronger,  more  compre- 
hensive law  to  govern  the  practice  of 
medicine  in  the  state,  Eugene  W.  Her- 
ron, MD,  testified  March  20  on  behalf 
of  the  Pennsylvania  Medical  Society  be- 
fore the  state  Senate  Committee  on 
Consumer  Protection  and  Professional 
Licensure.  This  committee  is  hearing 
testimony  for  the  enactment  of  a new 
Medical  Practice  Act.  The  current  Med- 
ical Practice  Act  expires  this  year  under 
the  Commonwealth’s  sunset  law. 

Give  resources,  authority 
Dr.  Herron,  a physician  in  family 
practice  in  Delmont  and  a member  of 
the  PMS  Task  Force  on  the  Medical 
Practice  Act,  said  the  state  board,  the 
agency  in  the  state  charged  with  the 
disciplining  of  physicians,  must  be 
given  both  the  authority  and  resources 
to  carry  out  its  function.  Dr.  Herron 
noted  that  PMS  has  twice  sued  the 
state  board  in  an  attempt  to  force  it  to 
use  the  income  it  receives  from  physi- 
cians’ licensing  fees  to  fulfill  its  charge 
to  investigate  complaints  against  phy- 
sicians and  to  discipline  physicians 
found  guilty  of  violations. 

In  the  area  of  medical  practice,  Dr. 
Herron  expressed  the  Society’s  view 
that  the  new  Medical  Practice  Act 
should  define  both  what  constitutes  ap- 
propriate practice  and  what  constitutes 
unauthorized  practice.  PMS  proposes  a 
section  in  the  new  law  to  deal  with  the 
unauthorized  practice  of  medicine,  the 
use  of  students,  the  practice  of  mid- 
wifery, the  activities  of  physician  assis- 
tants, the  use  of  certified  registered 
nurse  practitioners,  the  delegation  of 
physicians’  authority,  and  the  perfor- 
mance of  activities  without  the  neces- 
sary involvement  of  a physician.  Such  a 
section,  PMS  contends,  would  pull  to- 
gether sections  currently  scattered 
throughout  the  Medical  Practice  Act 
and  in  other  state  laws. 

Unify  licensing,  certifying  provisions 
PMS  also  called  for  unifying  in  the 
new  Medical  Practice  Act  the  licensing 
provisions  for  physicians,  and  the  pro- 
visions for  certification  of  others,  such 
as  nurse  midwives  and  nurse  practition- 


ers. PMS  also  urged  the  continuation  of 
the  board’s  authority  to  set  educational 
qualifications  for  medical  colleges  and 
other  training  facilities  in  Pennsylvania 
and  expansion  of  the  authority  to  deter- 
mine whether  medical  colleges  or  other 
training  facilities  outside  Pennsylvania 
meet  appropriate  requirements  for 
training. 

PMS  underscored  the  importance  of 
this  latter  item  by  citing  statistics 
which  indicate  that  there  are  1,200  med- 
ical schools  outside  the  United  States 
with  15,000  U.S.  citizens  currently  en- 
rolled. With  this  increase  in  the  number 
of  U.S.  citizens  in  medical  education 
outside  the  U.S.,  PMS  contends  it  is 
clear  that  the  medical  board  needs  au- 
thority to  determine  the  competency  of 
such  students. 

In  the  area  of  enforcement  and 
disciplinary  proceedings,  PMS  reit- 
erated its  longstanding  position  that 
the  board  should  have  increased  power 
to  discipline  physicians  and  others 


Society  endorsed  workshops  titled 
“How  Your  Staff  Can  Market  Your 
Practice”  and  “Effective  Appointment 
Control  and  Time  Management  Tech- 
niques” will  be  presented  by  Practice 
Productivity,  Inc.,  in  June. 

Dates  and  locations  for  both  semi- 
nars are  as  follows: 

June  11  Erie-Holiday  Inn, 
Downtown 


under  its  authority.  Among  the  powers 
PMS  suggests  be  given  to  the  board  is 
the  authority  to  seek  injunctive  relief  to 
stop  violations  of  those  sections  of  the 
Act  which  define  the  practice  of 
medicine.  The  board  does  not  presently 
have  such  power. 

Grant  summary  suspension  powers 

PMS  also  supports  granting  the  med- 
ical board  summary  suspension  powers. 
The  PMS  proposal  would  provide  for  a 
summary  suspension  for  an  initial  pe- 
riod of  ten  days  in  certain  extreme 
cases,  and  for  an  extension  of  up  to  30 
days. 

PMS  also  urged  the  retention  of  pro- 
visions in  the  present  Act  which  pro- 
vide for  automatic  suspension  of  a 
licensee  who  is  committed  to  an  institu- 
tion because  of  incompetency,  and  of 
provisions  for  board  action  when  a phy- 
sician’s ability  to  practice  is  impaired 
by  mental  or  physical  illness,  or  exces- 
sive use  of  narcotics,  drugs— including 
alcohol,  or  chemicals. 

Dr.  Herron  said  that  the  disciplinary 
sections  proposed  are  responsive  to  the 
concern  that  physicians  who  obtain  li- 
censes with  false  credentials  be  auto- 
matically subject  to  discipline  and  that 
the  power  to  suspend  temporary  li- 
censes be  available  to  the  board. 

Dr.  Herron  concluded:  “Any  licensure 
act  should  stand  for  one  thing  only:  the 
creation  of  a board  of  medical  education 
and  licensure  whose  sole  function  is  to 
be  the  guarantor  of  good  quality  care 
for  the  citizens  of  the  Commonwealth  of 
Pennsylvania  through  a clearly  defined 
and  carefully  policed  licensure  func- 
tion.” 


June  12  Pittsburgh-Hyatt 
June  13  Altoona-Sheraton  Inn 
June  18  Allentown- Hilton  Hotel 
June  19  Philadelphia-Hilton 
June  20  Harrisburg-Holiday  Inn, 
Center  City 

More  information  and  registration 
materials  can  be  obtained  by  calling 
Practice  Productivity’s  toll  free  num- 
ber, 1-800-241-6228. 


Practice  management  workshops  offered 
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PEOPLE 

UNDERSTAND  YOUR  PRACTICE 


Talk  to  us  about  how  the  following  will  impact 
on  your  practice  automation  needs: 


• Medicare  participation  agreements 

• Changes  in  Blue  Shield  (HCPCS)  coding 

• DRGs— Short  and  long-term  effects 


Solutions  for 
Physicians 


BEYOND  SOLUTIONS 


FORTUNE 

SYSTEMS 

It  outthinks  other  computers 
because  it  was  thought  out  better. 


Oak  Hill  Plaza,  200  North  Warner  Road,  King  of  Prussia,  PA  19406  (215)  265-0880 


newsfronts 


Medical  education  costs  concern  leaders 


What  is  the  trust? 

The  Educational  and  Scientific  Trust  of  the  Pennsylvania  Medical  Society  was  created 
to  provide  research  and  educational  programs  to  the  public  and  the  medical  profession. 
These  early  directions,  established  in  1954,  are  in  existence  today  along  with  a compre- 
hensive loan  program  for  medical  and  allied  health  students.  Since  the  loan  program 
began,  more  than  2,500  students  have  been  aided  with  over  $5  million.  In  1984,  275 
students  received  more  than  $400,000  in  low,  simple-interest  loans.  The  average  yearly 
award  of  $1,500  to  $2,500  is  intended  to  meet  the  portion  of  the  deficit  In  the  student’s 
budget  after  aid  has  been  received  from  the  medical  school  and  through  the  Pennsylva- 
nia Higher  Education  Assistance  Agency  (PHEAA).  In  part,  this  effort  is  possible  because 
of  the  many  generous  contributions  of  the  members  of  PMS. 


Juli  Claire  McGreevy 

The  Educational  and  Scientific  Trust 
of  the  Pennsylvania  Medical  Society  re- 
cently brought  together  medical  leaders 
from  Pennsylvania  with  a common  in- 
terest in  education.  The  summit  meet- 
ing, held  at  the  Philadelphia  County 
Medical  Society,  gathered  the  deans  of 
eight  Pennsylvania  medical  schools  to 
talk  with  representatives  of  the  PMS 
medical  school  section,  leadership  of  the 
medical  and  osteopathic  medical  soci- 
eties, and  trustees  of  the  Educational 
and  Scientific  Trust.  The  issue  ad- 
dressed: the  financing  of  medical  educa- 
tion. 

Because  of  its  role  as  a lender  of  mon- 
ies and  support  to  medical  and  allied 
health  students,  the  trust  is  aware  of 
the  unique  problems  facing  today’s  stu- 
dents. The  continued  increase  in  tuition 
for  medical  education,  the  high  cost  of 
living,  and  the  compounding  of  interest 
on  loans  contribute  to  a steady  increase 
in  indebtedness  of  medical  students. 
Additionally,  the  federal  government 
proposes  to  eliminate  funds  for  educa- 
tion in  health  professions.  The  leader- 
ship of  the  trust  saw  a need  to  bring  to- 
gether key  people  to  talk  about  these 
problems  facing  students  and  to  pro- 
pose solutions. 

Topics  of  discussion 

George  E.  Farrar  Jr.,  MD,  chairman 
of  the  trust,  placed  the  problem  into 
perspective,  “Students  going  to  medi- 
cal school  in  the  1980s  get  a high  qual- 
ity education.  A lot  of  money  is  spent 
on  that  education.  The  student  who 
leaves  training  intending  to  practice  is 
faced  with  a very  large  debt— whose  in- 
terest compounds.  For  the  medical  pro- 
fession to  continue  to  flourish,  we  need 
to  alleviate  the  debt  burden  on  these 
young  people.” 

To  initiate  creative  solutions  to  these 
problems,  those  attending  the  meeting 
began  by  trying  to  answer  some  ques- 
tions. 

Why  does  medical  school  cost  so 
much?  The  cost  of  medical  education  is 
high,  not  only  because  of  the  educa- 
tional processes,  but  also  because  a 
medical  school  is  often  integrated  with 
a university  medical  center  or  hospital. 


The  author  is  a free  lance  writer/editor  based 
in  Harrisburg. 


which  adds  to  the  cost  and  complexity 
of  educating  physicians. 

How  is  a medical  education  financed? 
Tuition  and  fees  account  for  only  6 per- 
cent of  medical  school  revenues,  3 per- 
cent for  public  and  9 percent  for  private 
schools.  This  income  constitutes  a rela- 
tively small  fraction  of  the  cost  of  medi- 
cal education.  However,  it  is  probably 
the  largest  source  of  funds  for  discre- 
tionary expenditures  and  is  thus  highly 
valuable. 

In  the  past,  the  most  important  assis- 
tance program  for  medical  students 
was  the  Guaranteed  Student  Loan 
(GSL)  Program.  Future  availability  is 
expected  to  be  limited.  The  Health  Edu- 
cation Assistance  Loan  (HEAL)  Pro- 
gram, which  offers  market-rate,  in- 
terest-compounding loans  of  up  to 
$20,000  per  year,  has  become  an  impor- 
tant source  of  loans  for  medical  stu- 
dents. The  national  average  HEAL  is 
$7,695;  however,  one  Pennsylvania 
school  reports  that  its  average  HEAL 
in  1984  was  $12,300. 

The  critical  issue  facing  medical  stu- 
dents is  that  the  Department  of  Health 
and  Human  Services  is  expected  to 
phase  out  the  HEAL  program  com- 
pletely within  two  years.  If  this  hap- 
pens, the  only  large  source  of  funds  will 
be  gone. 


What  can  be  done  to  begin  solving  the 
problem?  Creative  financing  for  the 
medical  student  emerged  as  the  focal 
point  of  a discussion  which  included 
the  role  of  the  trust  and  PMS  in  reliev- 
ing the  cost  of  medical  education  to  the 
student. 

Recommendations 

Among  the  many  solutions  discussed 
at  the  summit  meeting,  two  major  rec- 
ommendations emerged: 

1.  In  addition  to  its  current  loan  pro- 
gram, the  trust  expects  to  pursue 
new  approaches  intended  to  defray 
costs  on  loans  with  compounding  in- 
terest. 

2.  The  trust  will  explore  ways  to  fi- 
nance a medical  education  by  orga- 
nizing a meeting  of  financial  officers 
of  Pennsylvania  medical  schools. 

“You  have  made  one  giant  step  to- 
ward helping  medical  students  in  Penn- 
sylvania, and  for  that,  we  are  all  very 
grateful,”  said  William  J.  West  Jr.,  a 
student  at  Thomas  Jefferson  Univer- 
sity. John  R.  Beljan,  MD,  dean  of 
Hahnemann  University  School  of  Medi- 
cine, concluded,  “The  summit  meeting 
was  a very  useful  initiative  of  PMS  and 
its  trust.  The  ultimate  success  of  the 
meeting  will  be  the  vigor  by  which  the 
suggestions  are  pursued.” 


Physicians  participate  in  legislative  conference 


Three  Pennsylvania  physicians 
served  on  a panel  for  the  PMS  Auxil- 
iary’s presentation  at  the  Seventeenth 
Annual  Women’s  Legislative  Confer- 
ence, held  in  Camp  Hill.  George  R. 
Fisher  III,  MD;  Bernard  B.  Zamostein, 
MD;  and  Walter  M.  Greissinger,  MD, 
answered  questions  about  “Health  Care 
Delivery  in  the  80s”  at  the  event. 


Drs.  Fisher,  Zamostein,  and  Greis- 
singer spoke  on  new  health  care  sys- 
tems and  current  changes  in  delivery. 
Dr.  Fisher  serves  as  chairman  of  the 
Council  on  Medical  Economics  of  PMS. 
Dr.  Zamostein  is  chairman  of  the  Socie- 
ty’s Council  on  Medical  Practice,  and 
Dr.  Greissinger  is  president  of  the  Penn- 
sylvania Medical  Care  Foundation. 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AP,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test?  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilfazem  HCI) 

AO  mg  and  60  mu  cable  is 

DESCRIPTION 

CARDIZEM ' (diltiazem  hydrochloride)  is  a calcium  ion  inllux 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1.5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl  ]-2,3-dihydro-2-(4-methoxyphenyl)-. 
monohydrochlorlde,(+)  -els  . The  chemical  structure  is: 
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Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  metbanol,  and  chloroform 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  Its  ability  to  Inhibit  the  influx  of  calcium  Ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  Is  believed 
to  act  in  tbe  following  ways: 

1,  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
Increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  In  heart  rate  and  systemic  blood  pressure  at  submaxlmal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  Inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  In  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  In  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophyslologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
Interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect,  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Dlltlazem-associated  prolongation  of  the  AH  Interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
Is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavallability  (compared  to  intravenous  dosing)  of  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  Is  not 
altered  by  therapeutic  concentrations  of  digoxln,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  Information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


Is  Indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  In  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
In  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  In  isolated  animal  tissue  preparations,  hemodynamic 
studies  In  humans  with  normal  ventricular  function  have  not 
shown  a reduction  In  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  In  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  Injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  Intervals.  The  drug  should  be  used  with 
caution  In  patients  with  Impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  In  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  dally 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  Individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT.  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 


Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage. The  following  measures  may  be  considered 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg)  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LD60's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDM's  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  In  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  limes  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  In  such  patients,  titration  should  be 
carried  out  with  particular  caution 
Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS ) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49).  Each  green  tablet  Is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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Involvement  aids  learning,  student  trustee  says 

Karen  K.  Davis 


“For  a student  this  is  a great  oppor- 
tunity. Everything  is  new,  everything  is 
enlightening.”  This  was  the  comment 
Ann  K.  Messersmith  made  about  being 
a trustee  representing  the  Medical  Stu- 
dent Section  on  the  PMS  Board. 

At  the  Annual  Meeting  last  October, 
delegates  amended  the  Society’s  by- 
laws to  allow  election  of  a nonvoting 
representative  from  the  Medical  Stu- 
dent Section  (MSS)  to  the  Board  of 
Trustees.  Messersmith,  a student  at 
Pennsylvania  State  University  College 
of  Medicine,  Hershey,  and  the  first  to 
fill  the  post,  was  elected  to  a two  year 
term  at  that  meeting. 

“In  a way,  I was  lucky  to  have  had  a 
lot  of  experience  at  the  time  of  the  elec- 
tions,” said  Messersmith,  who  served 
as  chairman  of  the  MSS  governing 
council  for  1983-84.  “So  far  I’ve  enjoyed 
the  experience,”  she  said,  “It’s  very  ex- 
citing and  it’s  a great  opportunity  for 
learning.  Just  being  at  the  meetings 
forces  me  to  look  at  all  the  issues  that 
come  before  the  Board.  Before,  I was 
sort  of  aware  of  what  was  going  on,  but 
I didn’t  ingest  all  the  information  that  I 
do  now.” 

Attending  the  Board  meetings  was 
“a  little  intimidating”  at  first,  Messer- 
smith admitted.  “But  now  I feel  com- 
fortable. Once  you  feel  comfortable,  you 
can  have  a little  input.” 

Students’  ideas 

Messersmith  believes  that  medical 
students  do  have  something  to  add  to 
organized  medicine.  “Most  medical  stu- 
dents have  a receptive  attitude  toward 
change  because  they’re  not  used  to  the 
way  things  are.  I can’t  say  ‘that’s  not 
the  way  we’ve  been  doing  it,’  because  I 
don’t  know  how  ‘we’ve  been  doing  it.’ 
Students  have  some  fresh  ideas.  Need- 
less to  say  some  of  these  ideas  are  naive 
or  overly  idealistic,  but  some  of  them 
might  turn  out  to  be  good  in  the  end.” 
Also,  Messersmith  adds,  “I  think  medi- 
cal students  still  have,  to  some  extent, 
ithe  view  of  outsiders,  consumers  of 
medicine.  I feel  I am  as  much  a patient 
as  a provider,  and  this  gives  me  an 
awareness  of  how  things  are  going  to  be 
seen  by  consumers.” 

Messersmith  said  students  are  closer 
to  the  medical  education  system,  an 


area  that,  “like  the  whole  medical  envi- 
ronment, is  in  a time  of  change.”  Al- 
though issues  in  medical  education 
“don’t  come  up  that  much,  I feel  it’s  an 
area  that  should  be  looked  at  long  and 
hard,”  Messersmith  said,  “especially 
means  for  financing  a medical  educa- 
tion. 

“The  cost  of  medical  education  is  be- 
coming prohibitive,  and  the  funds  are 
drying  up,”  she  went  on.  “Even  if  the 
loans  do  keep  pace  as  the  cost  keeps  go- 
ing up,  nobody  will  be  able  to  pay  them 
back.  So  regardless  of  whether  or  not 


they  make  the  loans  available,  it’s  unre- 
alistic to  let  anybody  borrow  that  much 
money.  I have  classmates  who  know 
they  already  have  borrowed  more  than 
they  can  pay  back.  They  know  they  are 
going  to  have  to  refinance  their  loans. 
That  signals  a real  problem  in  the  sys- 
tem.” 

Besides  the  concern  about  financing 
their  studies,  medical  students  worry 
about  the  litigious  society  they  will  en- 
ter when  they  begin  practice,  Messer- 
smith said.  “Students  coming  out  of 
residency,  already  in  debt  because  of  ed- 
ucational loans,  can’t  afford  to  pay 
thousands  in  insurance  the  first  year.” 
And  then  there’s  the  threat  of  being 
sued— “It’s  a frightening  thing  for  me,” 
Messersmith  said.  She  is  considering 
the  field  of  obstetrics  and  gynecology,  a 
specialty  in  which  “almost  everybody 
gets  sued  at  some  point.  ” 

Getting  involved 

If  asked,  most  students  could  id- 
entify important  issues,  but  it’s  hard 
to  get  them  involved  in  medical  organi- 
zations, Messersmith  said.  “Students 
are  so  cloistered.  They’re  busy  and  they 
get  so  little  free  time;  they  want  to  do 
their  own  thing  when  they  have  time 
off.  What  concerns  and  surprises  me  is 
the  fact  that  students  think  getting  in- 
volved is  not  important.  Some  of  the 


Registrations  must  be  received  by  June  10, 1985  for: 

Miami-Nice  Postgraduate  Course:  Advances  in  internal  Medicine 
Nice,  France  — June  23-28, 1985 

Sponsored  by:  University  of  Miami  School  of  Medicine 
and  Universite  de  Nice,  Faculte  de  Medicine 

Course  Directors:  Jacques  J.  Bourgoignie,  M.D.; 

Laurence  B.  Gardner,  M.D.;  Rene  Masseyeff,  M.D. 

Lectures  and  workshops  presented  by  faculty  from  the  University  of  Miami  School  of  Medicine 
and  the  Universite  de  Nice,  Faculte  de  Medicine  will  concentrate  on  the  underlying  pathogenesis 
and  mechanism  of  disease  for  specific  internal  medical  disorders,  indications  and  contraindications 
for  treatment  and  specific  complications  which  may  result  from  therapy.  Practical  patient  problems 
and  management  will  be  focused  upon  in  workshop  sessions. 

Course  Schedule:  (Monday  through  Friday)  Didactic  presentations  from  8:00  am  to  1:00  pm. 
Workshop  sessions  from  6:00  to  8:00  pm. 

Course  Hours:  30  AMA  Category  1 hours  (6  hours  per  day) 

Course  Fee:  $525  (US  Dollars) 

For  information  contact:  Division  of  CME,  University  of  Miami  School  of  Medicine, 

P.0.  Box  016960  (D23-3),  Miami,  FL  33101;  telephone:  (305)547-6716. 
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things  we  will  have  to  deal  with  may 
not  affect  the  physicians  who  have  es- 
tablished practices  now.  Students  don’t 
seem  to  realize  that  it’s  important  to  ex- 
press our  opinions.  There  are  a lot  of 
people  walking  around  in  medical 
school  who  are  never  forced  to  face  the 
outside  world.  Someday  they’ll  have  to 
go  outside  and  suddenly  be  faced  with 
it.  I think  it’s  an  injustice  for  medical 
students  to  avoid  reality  in  this  way. 

“I’d  like  to  see  medical  economics  and 
medical  history  incorporated  as  part  of 
the  medical  school  curriculum,”  she 
continued. 

“One  of  the  most  frightening  com- 
ments I ever  heard  was  from  another 
medical  student  who  asked  me  why  I 
was  doing  all  this.  ‘You’ve  already  got- 
ten into  medical  school;  you  don’t  need 
to  fill  up  your  resume.’  I tried  to  tell  her 
that’s  not  the  reason  to  get  involved. 
It’s  hard  to  see  the  rewards  right  away, 
but  it’s  important  to  speak  up  about  is- 
sues that  affect  us.” 

Messersmith  thinks  her  interest  in 
medical  economics  prompted  her  to  par- 
ticipate in  organized  medicine.  “I  heard 
all  these  terms,  and  I wanted  to  know 
what  they  were  about!  Also,  my  mother 
is  always  sending  me  clippings  from  the 
Wall  Street  Journal  articles  on  what’s 
going  on  in  medicine.  She  keeps  me  up 
to  date!”  When  Messersmith  started 


medical  school  at  Hershey,  she  first 
joined  the  American  Medical  Student 
Association  at  the  local  level.  An  avid 
traveler,  she  jumped  at  the  chance  to  go 
to  Chicago  to  the  AM  A Convention  at 
the  end  of  her  freshman  year.  Later  she 
became  Hershey ’s  representative  to  the 
PMS-MSS  governing  council,  serving 
as  council  chairman  and  delegate  to  the 
PMS  House  her  sophomore  year. 

Life  before  medical  school 

Valedictorian  of  her  high  school  class 
in  Pottsville,  Messersmith  entered 
Mount  Holyoke  College  in  South  Had- 
ley, Massachusetts  as  a biology  major, 
with  the  intention  of  going  on  to  medi- 
cal school.  Then  she  stumbled  onto  an 
art  history  course  and  “it  was  wonder- 
ful!” So  she  changed  her  major  to  art 
history  and  postponed  the  decision  on 
graduate  school.  “At  the  end  of  my  ju- 
nior year  I decided  I really  did  want  to 
be  a physician,  so  I did  my  senior  thesis 
in  biology  and  just  kept  my  art  history 
major,”  she  said. 

One  of  her  favorite  artists  is  Mary 
Cassatt.  “I  like  her  pictures  of  chil- 
dren,” she  said.  “One  reason  I’ve  al- 
ways liked  her  is  because  I thought  I 
might  like  to  be  a pediatrician.” 

During  her  junior  year  in  college  she 
won  the  Mount  Holyoke  College  Cam- 
pus Leadership  Award  for  her  work  as 


Join  a medical  team  that  guards 
your  community  and  state. 


As  a physician  in  the  Army  National  Guard,  you  can  broaden 
your  medical  experience  and  life  experience.  You’ll  start  as  an 
officer,  enjoying  all  the  privileges  and  prestige  rank  can  bring.  And 
you  can  attend  professionally  approved  courses  at  no  cost.  Best  of 
all,  you’ll  be  helping  people  in  your  state  and  local  community. 
People  who  really  need  your  special  skills.  For  more  information, 
contact  your  Army  Guard  recruiter. 


Captain  Gary  Dwyer 
1-800-932-4840 


ARMY 


NATIONAL 

GUARD 


The  Guard  is  America  at  its  best. 


manager  of  the  campus  radio  station. 

After  graduation  in  1981,  she  took 
time  off  to  travel  in  Europe  and  enrolled 
for  additional  science  courses.  She  en- 
tered medical  school  in  September 
1982. 

Current  activities 

Now  in  her  third  year,  Messersmith 
said  this  is  her  favorite  part  of  the  medi- 
cal education  process  so  far.  “Third  year 
is  a wonderful  experience!  It’s  wonder- 
ful because  you  get  to  go  through  all  the 
different  rotations  and  experience  a lit- 
tle bit  of  what  all  the  different  special- 
ists do,  so  it  gives  you  a great  view  of 
everything. 

At  the  time  of  the  interview,  Messer- 
smith was  doing  a rotation  in  obstetrics 
and  gynecology  at  Hershey  Medical 
Center.  A typical  day,  she  said,  starts 
with  rounds.  Later  in  the  morning  there 
are  conferences  where  physicians  pre- 
sent cases.  “Then  during  clinic,  we  see 
patients  and  present  them  to  residents 
or  attending  physicians;  this  is  so  we 
can  learn  to  formulate  patient  manage- 
ment in  our  own  minds,  before  they  tell 
us,”  she  explained.  The  afternoon  is 
taken  up  by  lectures. 

“We  do  a month  of  obstetrics  and 
gynecology  at  Hershey  and  a month 
away;  we  do  six  weeks  of  medicine  at 
Hershey  and  six  away,  and  so  on.  I 
spend  a lot  of  my  time  at  Geisinger  and 
York.  These  are  good  experiences  be- 
cause they  complement  each  other. 
Hershey  is  a tertiary  care  center  where 
we  see  a lot  of  high  risk  patients,”  she 
said. 

Future  plans 

When  she  becomes  a physician,  she 
will  be  the  first  in  her  family,  Messer- 
smith said.  “There  are  no  doctors  in  the 
family,  but  I was  interested  in  health 
care  and  working  with  people,  and  in  be- 
ing the  kind  of  physician  that  could  re- 
late to  people.”  Tentatively,  she  plans  to 
specialize  in  obstetrics  and  gynecology 
or  pediatrics.  “My  idea  for  next  year  is 
to  take  a rotation— at  least  one— in 
each,  and  then  to  make  a decision  by 
September.  After  that,  she  said,  “I’m 
looking  at  the  big  cities.  I ’m  looking  at 
Los  Angeles,  San  Diego,  Seattle,  Bos- 
ton. I really  see  my  residency  as  a 
chance  to  go  away  and  do  something 
different— something  that  I won’t  get 
the  chance  to  do  again.  But  I think  af- 
terward I d like  work  in  a small  commu- 
nity. I expect  to  come  back  to  Pennsyl- 
vania and  settle  down  in  Pottsville  or  a 
similar  place.” 
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Unless,  of  course, 
you’d  like  to  increase 
your  tax  savings. 

Our  financial  planning  seminars 
help  you  keep  what  you  earn. 
Call  for  information. 

(814)  238-0544 


1*11 » 

PENNSYLVANIA 
FINANCIAL 
GROUP,  INC. 

Specialized  Financial  Planning 
for  Doctors 

Offices  in  State  College,  Pittsburgh,  Greensburg,  Allentown,  Philadelphia,  and  Baltimore,  MD 
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Computer  network  tracks  CME 


Robert  L.  Lamb 

The  PMS/County  Medical  Society 
(CMS)  Computer  Network  has  an  im- 
portant new  feature.  Since  February  so- 
cieties on  the  network  have  been  able  to 
store  members’  continuing  education 
credits  in  the  computer  memory. 

In  the  future,  every  three  years  at 
CME  renewal  time,  completed  CME 
forms  will  be  prepared  for  each  member. 
All  the  member  must  do  is  review  the 
printout,  sign  it,  and  send  it  to  PMS. 

The  continuing  education  feature  is 
the  latest  in  a series  of  software  pack- 
ages created  by  the  PMS  data  process- 
ing department  for  county  medical  soci- 
eties. The  software  is  provided  free  to 
societies  on  the  computer  network.  The 
program  is  operational  at  the  Berks  and 
Montgomery  societies  and  soon  will  go 
on  line  at  the  Philadelphia  County  Med- 
ical Society. 

It  works  this  way.  After  attending  a 


As  the  second  major  project  to  benefit 
the  Allied  Health  Careers  Loan  Fund,  the 
PMS  Auxiliary  will  hold  a drawing  for  a 
needlepoint  rug  created  by  its  members. 
The  rug  depicts  outstanding  wildflowers 
of  Pennsylvania  Members  currently  are 
selling  tickets  for  the  drawing,  which  will 
take  place  in  October. 

Fourty-four  county  auxiliaries  partici- 
pated in  the  preparation  of  the  rug  by  de- 
signing a section  showing  a flower  native 
to  the  state.  The  iris,  lady’s  slipper,  black- 
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continuing  education  event,  a member 
sends  receipts  from  the  program,  in- 
cluding the  name  of  the  CME  sponsor- 
ing agency,  to  the  county  society.  There 
the  information  is  entered  into  the 
member’s  computerized  record. 

Then,  at  the  correct  time,  the  com- 
puter prints  out  a completed  CME  form 
for  the  member.  It  is  mailed  to  the  mem- 
ber to  be  verified  and  for  the  addition  of 
information  which  may  not  have  been 
conveyed  previously,  such  as  books 
read,  tapes  viewed,  etc. 

Robert  Weiser,  PMS  administrative 
vice  president,  said  the  CME  computer 
program  is  one  of  the  best  member  ben- 
efits to  be  offered  in  years.  He  said, 
“The  big  complaint  about  CME  has 
been  the  record  keeping  involved  in 
tracking  courses  over  three  years  and 
then  filling  out  the  form.  Keeping  the 
records  on  line  in  the  computer  removes 


eyed  Susan,  and  Jack  in  the  Pulpit  are 
among  those  featured.  Tickets  for  the 
drawing  are  $2.50  each. 

The  Allied  Health  Careers  Loan  Fund, 
administered  by  The  Educational  and  Sci- 
entific Trust  of  PMS,  is  used  to  help  edu- 
cate people  for  careers  in  nursing,  physi- 
cal therapy,  laboratory  technology,  and 
other  related  fields.  The  Trust  reports 
that  in  the  past  two  years  the  fund  has 
given  loans  to  more  than  70  students  en- 
rolled in  allied  health  programs. 


this  burden  from  the  physician.  In  addi- 
tion the  physician  can  find  out  how 
many  hours  of  CME  he  has  accumu- 
lated just  by  a simple  phone  call.” 

The  PMS/CMS  Computer  Network 
will  be  a year  old  in  July.  With  partici- 
pation by  Philadelphia,  Montgomery, 
and  Berks  county  societies,  the  network 
serves  about  one-third  of  the  Society 
membership. 

Members  of  the  network  also  use  the 
computer  to  update  their  list  of  mem- 
bers, post  dues,  answer  referrals,  do 
sorts  and  reports,  print  labels,  and  send 
and  receive  electronic  mail. 

County  societies  interested  in  the  net- 
work should  contact  L.  Riegel  Haas  at 
Society  headquarters. 


The  writer  is  director  of  communications  for 
the  Pennsylvania  Medical  Society. 

Blue  Shield  starts 
health  care  radio  network 

Pennsylvania  Blue  Shield,  in  coopera- 
tion with  the  MEDIAmerica  Corpora- 
tion of  Philadelphia,  has  established  the 
first  statewide  health  care  radio  net- 
work. The  “Pennsylvania  Health  Re- 
port” began  operation  in  January  and 
provides  health  care  news  to  radio  sta- 
tions. 

The  radio  report  will  follow  a weekly 
pattern  of  providing  in-depth  coverage 
of  a single  issue.  Topics  will  include 
Medicare  changes,  alternative  health 
care  delivery  systems,  cost  contain- 
ment programs,  new  medical  proce- 
dures, state  and  federal  regulations, 
and  health  tips. 

“The  ‘Pennsylvania  Health  Report’ 
offers  information  of  importance  to  con- 
sumers through  personal  interviews 
with  newsmakers  and  professionals  in- 
volved in  specific  health-related  topics,” 
Andy  Tannen  of  MEDIAmerica  said. 

Blue  Shield  president  Leroy  K.  Mann 
said,  “There  is  a vital  need  among  con- 
sumers for  current  health  care  news.” 
He  added,  “We  are  funding  the  ‘Penn- 
sylvania Health  Report’  through  a spe- 
cial grant,  because  we  believe  the  infor- 
mation will  help  consumers  to  be  better 
informed  about  health  care  issues.” 


Needlepoint  rug  benefits  Auxiliary  loan  fund 
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■fl  Q ff  C Ike  is  President. 

X Z7  v The  space  age  is 
about  to  dawn. 

History’s  first  safe  and  effective 
polio  vaccine  becomes  available. 

Feared  and  dreaded  since 
ancient  times,  poliomyelitis  is  an 
acute,  infectious  disease  that 
attacks  the  central  nervous 
system.  Its  victims  — adults  as 
well  as  children  — often  are  left 
unable  to  walk  and  even  to 
breathe. 

In  the  days  of  Franklin  Delano 
Roosevelt’s  presidency  (he  was  a 


victim),  a massive  “March  of 
Dimes”  is  mounted  against  this 
dreaded  enemy.  Money  is  col- 
lected, scientific  forces  mobilized 
and  a vast  research  effort  is  put  in 
motion. 


At  the  University  of  Pittsburgh’s 
Virus  Research  Laboratory,  the 
brilliant  medical  researcher  Dr. 
Jonas  Salk  heads  the  team  that 
finds  a cure.  He  tests  his  vaccine 
on  his  own  family,  and  on  April 
12,  1955,  he  announces  its 
availability  to  the  public.  Dr. 
Albert  Sabin’s  oral  vaccine  later 
offers  easy,  inexpensive  im- 
munization for  everyone.  The 
grim  crippler,  often  called 
Infantile  Paralysis 
is  conquered. 


Pennsylvania  based,  Pennsylvania  managed.  Serving  you  better  through  Progress  in  Pharmacy 
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County  society  wins  award  for  public  service 
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The  doctors  of  the 
Allegheny  County 
care  for  you. 


The  advertisement  above  won  a prize  for  the  Allegheny  County  Medical  Society  and 
many  friends  among  the  general  public  for  the  ACMS  and  its  members. 


OB/GYN  issues  focus  of  videotape 


The  Allegheny  County  Medical  Soci- 
ety has  been  selected  to  receive  a 1985 
Matrix  Award  for  achievement  in  com- 
munications from  the  Pittsburgh  Chap- 
ter, Women  in  Communications,  Inc. 

The  award  is  in  the  public  service 
print  advertisement  category  for  the 
ACMS  newspaper  advertisement  “The 
doctors  of  the  Allegheny  County  Medi- 
cal Society  care  for  you.”  It  appeared  in 
The  Pittsburgh  Press,  Pittsburgh  Post- 
Gazette,  The  Pittsburgh  Business 
Times,  Pittsburgh  Magazine,  and  Key 
Magazine.  Featuring  ACMS  physicians 
with  patients  in  a medical  setting,  the 
advertisement  promoted  the  Society’s 
community  services,  including  the  phy- 
sician referral  program  and  the  speak- 
ers bureau. 

The  ad  was  part  of  a year-long  cam- 
paign on  the  caring  physician  initiated 
by  H.  Lee  Dameshek,  MD,  during  his 
1984  presidency.  Dr.  Dameshek’s  theme 
was  expanded  in  his  columns  in  the  so- 
ciety’s publication,  in  a series  of  public 
relations  brochures  for  members,  and  in 
speaking  engagements.  The  program 
was  highlighted  in  the  American  Medi- 
cal Association’s  publication,  CON- 
NECTIONS, and  was  featured  in  an  ar- 
ticle in  The  Medical  Executive,  the 
journal  of  the  American  Association  of 
Medical  Society  Executives. 

“This  campaign  was  one  of  our  most 
well  received— both  by  members  and 
the  community,”  said  Diane  C.  Wuy- 
check,  ACMS  director  of  communica- 
tions. An  increase  in  the  society’s  call 
volume  followed  each  insertion,  and 
members  heard  many  comments  re- 
flecting the  positive  public  relations 
value. 

The  Allegheny  County  Medical  Soci- 
ety has  garnered  several  awards  in 
recent  years  for  its  public  affairs  cam- 
paigns. The  society  plans  a continua- 
tion of  these  efforts  in  1985  and  future 
years. 


The  risk  management  department  of 
the  PMS  Liability  Insurance  Company 
(PMSLIC)  recently  completed  a video- 
tape on  legal  issues  pertaining  to  the 
practice  of  obstetrics  and  gynecology. 
This  instruction  is  part  of  the  compa- 
ny’s effort  to  provide  tools  for  physi- 
cians in  high  risk  specialities 

In  a 45-minute  presentation, 
PMSLIC’s  vice  president  of  risk  manage- 
ment, Judith  R.  Brown,  RN,  JD,  analyzes 


malpractice  cases  brought  against  two 
OB/GYN  physicians  insured  by 
PMSLIC.  These  cases  involve  the  two 
most  common  allegations  against 
PMSLIC  insureds  seen  in  this  specialty: 
Negligent  performance  of  an  elective  ster- 
ilization procedure,  and  negligent  prena- 
tal care  and  delivery  resulting  in  neuro- 
logical deficit  in  the  infant. 

Current  issues  in  obstetrics  and  gyne- 
cology, such  as  wrongful  birth,  informed 
consent,  and  documentation,  are  included 
in  the  discussion. 

The  videotape  is  available  at  no  charge 
for  two  week  loan  periods.  Copies  have 
been  produced  in  Beta,  VHS,  and  3U  inch 
U-matic  formats.  To  reserve  a copy  of  this 
program  for  viewing,  contact  the 
PMSLIC  risk  management  department 
at  717-763-4750. 


Magazine  merits  special  award 

For  the  seventh  consecutive  year,  an  honor  for  excellence  has  come  to  Pennsylvania 
Medicine.  The  Sandoz  Journalism  Awards  Program  named  the  Society's  official  publica- 
tion for  a special  prize  in  its  1985  judging.  Presentation  was  made  at  the  Leadership 
Conference. 
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The  Problem: 

THE  INSURANCE  MONSTER 


The  Solution: 

INSURANCE  PROGRAMS 
SPONSORED  BY 
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If  you  want  to  avoid  dealing  with  "the  Insurance  Monster,"  contact  Berthoion- 
Rowland  Agencies,  administrators  of  Pennsylvania  Medical  Society  sponsored 
insurance  programs.  The  insurance  packages  we  otter  are  designed  especially  for 
the  Pennsylvania  physician  in  your  situation. 

I In  addition  to  excellent  coverage  for  Individual  physicians,  we  have  packages  for 
groups  as  small  as  two,  or  as  large  as  50  or  more.  We  will  work  with  you  on  a personal 
basis  to  provide  quotes  and  coverage. 

For  physicians  thinking  of  changing  practices  or  forming  new  offices,  we  can 

provide  timely  assistance  in  getting  new  programs  in  place.  Available  coverages 
include:  Term  Life  Insurance,  Long  Term  Disability,  Office  Property  and  Contents 
and  medical  insurance. 

j 

If  you  need  insurance  information  but  want  to  avoid  the  Insurance  Monster,  call 
Bertholon-Rowland  Agencies.  We  will  be  pleased  to  provide  you  with  no-obligation 
quotations  on  your  PMS  sponsored  insurance  plans. 

G&ert/io/ofi/  -^tota/a/icl  ^/tyencies 

WE  SPECIALIZE  IN  SOLVING  OFFICE  INSURANCE  PROBLEMS. 

CALL  US  AT  1-800-556-2500. 


newsfronts 


Council  on  Medical  Practice  offers  new  services 


Two  new  services  of  the  PMS  Council 
on  Medical  Practice  are  marketplace 
analysis  and  physician  placement. 

The  marketplace  analysis  service  pro- 
vides physicians  with  a customized  pro- 
file for  any  area  in  Pennsylvania.  The 
package  includes  area  reports  on  the 
number  of  physicians  by  specialty  and 
by  age;  available  facilities  and  services 
provided  by  hospitals  in  the  area;  and 
demographics  including  population  to- 
tals and  projections  by  age,  race,  sex, 
income,  and  occupation.  Physicians  es- 
tablishing or  expanding  a practice  need 
the  data  on  physicians  and  hospitals  as 
well  as  the  demographics  in  order  to 
evaluate  the  needs  of  the  population 
and  estimate  the  potential  for  growth. 


Overlay  maps  of  Pennsylvania  help 
physicians  define  their  practice  areas. 
Studies  can  be  obtained  for  a census 
tract,  a zip  code  area,  a city,  or  an  entire 
county.  Physicians  also  have  the  option 
to  order  a ring  study  which  provides 
data  for  any  size  radius  surrounding  a 
street  intersection. 

The  total  marketplace  analysis  pack- 
age includes  three  data  reports,  a sum- 
mary of  the  data,  a manual  explaining 
uses  for  the  data,  and  a geographic  map 
of  the  selected  site. 

Providing  further  assistance  in  the 
areas  of  practice  establishment  and  ex- 
pansion is  the  Physician  Placement  Ser- 
vice. It  is  a point  of  contact  for  physi- 
cians seeking  practice  opportunities 


and  for  individuals,  hospitals,  and  oth- 
ers seeking  physicians. 

The  placement  service  publishes  two 
bimonthly  registers:  one  listing  physi- 
cians seeking  opportunities  and  one  list- 
ing practice  opportunities  available  in 
Pennsylvania.  All  entries  are  identified 
by  code  number;  names  and  addresses 
are  not  published. 

The  Council  on  Medical  Practice  is 
currently  developing  a broad  range  of 
services  to  provide  PMS  members  with 
necessary  information  and  techniques 
to  establish  and  maintain  successful 
medical  practices. 

For  further  information  on  marketing 
services,  telephone  Sharon  Ryan,  717- 
763-7151. 


Dr.  Spinney  heads  Lycoming  county  society 


Carmen  E.  Spinney,  MD,  Jersey 
Shore,  has  become  the  first  woman  to 
serve  as  president  of  the  Lycoming 
County  Medical  Society  since  its  incep- 
tion in  1849. 

“It’s  quite  a challenge,”  Dr.  Spinney 
said  of  the  position,  adding  that  she  be- 
lieves all  physicians  should  become  in- 
volved in  shaping  the  future  of  medi- 
cine. “We  must  have  input  into  the  way 
medicine  is  going,”  she  said.  “In  the 
past,  doctors  have  faced  crises  (in  the 
health  care  delivery  system),  but  now 


we  are  learning  to  look  ahead  and  act  in 
advance.” 

The  new  president  has  a history  of  in- 
volvement in  organized  medicine.  She  is 
a member  of  the  American  Thoracic  So- 
ciety, and  the  American  Society  of  In- 
ternal Medicine,  as  well  as  the  AMA 
and  PMS.  She  has  held  many  offices  in 
Lycoming  CMS,  including  chairman  of 
the  board  of  censors,  and  co-chairman 
of  the  intraprofessional  code  of  ethics 
committee.  She  has  been  on  the  board 
of  directors  for  the  county  society  since 


1979.  Before  becoming  president,  she 
served  a term  as  vice  president  in  1983, 
and  was  president  elect  in  1984. 

“I  think  women  have  something  to 
add  (to  organized  medicine),”  Dr.  Spin- 
ney said,  “and  more  of  us  are  getting 
involved.  In  1979  I was  the  only  woman 
on  the  board  of  directors  (of  Lycoming 
CMS).  Now  there  are  three  women  on 
the  board.  I think  we’re  getting  there.” 

After  earning  her  medical  degree  at 
the  University  of  The  Philippines,  Dr. 
Spinney  served  residencies  in  New  York 
City.  She  was  clinician  for  the  Tubercu- 
losis Clinic  of  the  New  York  Depart- 
ment of  Health  and  associate  attending 
physician  at  Beth  Israel  Medical  Cen- 
ter. 

Currently  Dr.  Spinney  is  a member  of 
the  medical  staffs  of  Williamsport  and 
Jersey  Shore  Hospitals.  She  was  chief 
of  the  medical  department  at  Jersey 
Shore  from  1976  to  1982,  and  she  now 
serves  as  chief  of  the  medical  staff 
there. 


Six  physicians  were  elected  to  offices  in 
the  Lycoming  County  Medical  Society  for 
the  1985  term.  Shown  seated  from  left  are 
Daniel  R.  Gandy,  DO,  vice  president;  Car- 
men E.  Spinney,  MD,  president;  and  Wil- 
liam R.  Brink,  MD,  president  elect.  Stand- 
ing from  left  are  Daniel  E.  Hill,  MD, 
secretary;  Donald  E.  Shearer,  MD,  trea- 
surer; and  LaRue  E.  Pepperman,  MD,  as- 
sistant secretary-treasurer. 


24  Pennsylvania  Medicine,  May  1985 


Angina  conies  in 
many  forms... 


So  does 


SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg 

Chewable  Tablets 


5 mg  10  mg  20  mg  30  mg  40  mg 

Oral  “Swallow”  Tablets 


40  mg 

Sustained  Action 
“Swallow”  Tablets 


©1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary  of  prescribing  information. 


SORBITRATE 

(BOSOFODE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 


INDICATIONS  AND  USAGE  SORBITRATE  (isosorbide  dinitrate)  is  indicated  tor  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dmitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dmitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dmitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dmitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dmitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dmitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dmitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dmitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dmitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dmitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dmitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well  controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 


ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose  related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobm  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobm  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobm 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg:  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled-release  forms,  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  shoul  J be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  no!  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dmitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5, 5, 10  mg),  Chewable  Tablets  (5. 10  mq) 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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Dx:  recurrent  herpes  labialis 


HeRpecm- 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L®.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Peoples,  Rea  & Derick, 
Revco,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 


in  my  opmion 


March  issue  brings  comment  from  psychiatrists 


Hippocrates  taught,  “First  of  all,  do  no  harm.”  This  can  ap- 
ply to  editors  as  well  as  to  physicians.  The  March  issue  of 
this  publication,  innocent  intentions  notwithstanding,  vio- 
lated that  dictum.  For  this  the  editors  are  profoundly  sorry. 
The  following  are  a sampling  of  comments  received. 

PPS  voices  official  concern 

Joseph  M.  McGrath,  MD 

Ordinarily  it  is  gratifying  although  at  times  surprising  to 
see  Pennsylvania  Medicine  covering  psychiatry.  It  was 
therefore,  with  considerable  concern  and  dismay  that  I read 
the  March  1985  edition. 

As  president  of  the  Pennsylvania  Psychiatric  Society,  rep- 
resenting 1,700  psychiatrists,  I have  received  considerable 
correspondence  from  members,  either  directly,  or  by  copies 
of  letters  sent  to  PMS.  I am  most  exercised  over  the  cover 
which  strikes  me  as  presenting  a severe  limitation  of  com- 
mon sense,  and,  indeed,  a travesty  beyond  comparison. 
While,  indeed,  we  might  entertain  a “collegial  chuckle,”  as 
with  similar  covers  which  could  portray  a urologist  with 
wrenches  and  hoses,  or  an  orthopaedist  with  a hammer  and 
saw,  this  cover  also  denigrates  patients  and  any  person  who 
might  suffer  serious  emotional  difficulty  or  simply  be  wise 
enough  to  seek  psychiatric  help  in  dealing  with  their  per- 
sonal vicissitudes.  I have  not  reviewed  all  past  covers,  but  I 
assume  there  has  been  some  time  since  we  have  practiced 
the  profession  of  medicine,  “belling  away  lepers,”  “closeting 
epileptics,”  or  making  a “sport  of  alcoholics.”  I would  hope 
that  our  profession  is  more  aware  that  the  “Stigma  of  Men- 
tal Illness”  is  a significant  and  ongoing  issue,  both  medically 
and  socially. 

Concerning  the  article,  “Health  Psychology  and  Medi- 
cine," on  page  62  in  the  March  edition,  I am  willing  to  grant 
considerable  credit  to  the  development  of  numerous 
thought-provoking  issues  on  the  importance  of  the  integra- 
tion of  psyche  and  soma  in  the  day-to-day  practice  of  medi- 
cine. Indeed,  the  author  points  out  that  this  is  an  “interdisci- 
plinary field.”  However,  I am  appalled  with  the  article  which 
casually  ignores  the  fact  that  this  interdisciplinary  under- 
standing has  always  been  the  essence  of  training  for  a psy- 
chiatrist and  not  for  the  psychologist.  It  further  appears 
that  our  magazine  is  quite  uninformed,  and  I must  point  out 
that,  for  several  years,  one  of  the  more  vigorous  develop- 
ments in  psychiatric  training  and  practice  has  been  the  in- 


Dr. McGrath  is  president  of  the  Pennsylvania  Psychiatric  Society 
and  is  in  the  private  practice  of  psychiatry  in  Harrisburg. 
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creased  focus  on  “Consultation  and  Liaison  Psychiatry.”  I 
had  previously  been  of  the  comfortable  impression  that  the 
Pennsylvania  Medical  Society  is  an  organization  of,  by,  and 
for  the  physicians,  and  in  urging  the  membership  in  person 
and  in  print  to  become  members  of  PMS  and  more  active 
contributors  of  both  their  funds  and  time,  that  they  did 
make  the  same  assumption.  Unfortunately,  this  article  con- 
tributes to  the  membership  that  PMS  is  for  physicians  other 
than  us. 

As  you  may  have  guessed  by  this  time,  I also  have  little 
enthusiasm  for  the  Bluestone  article.  The  particular  prob- 
lems in  establishing  a practice  in  Long  Island,  New  York 
have  very  little  application  to  psychiatric  problems  in  Penn- 
sylvania. In  relation  to  the  numerous  interesting  and  serious 
issues  of  a clinical,  practical,  or  political  nature  confronting 
psychiatry  in  our  state,  this  article  is,  at  most,  a poor  substi- 
tute. 

I have  two  recommendations  which  I hope  will  be  seen  as 
constructive:  First,  that  a psychiatrist  serve  on  the  publica- 
tion committee  of  Pennsylvania  Medicine;  and,  second,  to 
offer  the  services  of  the  Pennsylvania  Psychiatric  Society  in 
assisting  you  to  obtain  material  of  merit. 

Protests  attack  on  psychiatry 

John  A.  Koltes,  MD 

The  article  in  the  current  issue  of  Pennsylvania  Medi- 
cine, “An  R.L.D.D.  in  search  of  R.L.P.P.s,”  by  Naomi  Blue- 
stone,  MD,  scarcely  is  of  the  quality  that  one  generally  reads 
in  the  publication.  To  say  that  it  is  humorous,  of  good  qual- 
ity, of  good  taste  or  accurate  is  really  an  intense  stretch  of 
the  imagination.  I wondered  why  it  was  published  in  Penn- 
sylvania Medicine  and  questioned  the  possibility  that  no 
New  York  publication  would  even  consider  it. 

The  pejorative  attack  on  psychiatry  is  inaccurate,  cynical, 
in  the  poorest  of  taste,  and  nothing  more  than  grist  for  the 
mill  of  those  who  would  attack  medicine  in  general.  That  the 
editor  would  see  this  article  as  anything  more  than  a scath- 
ing ridicule  of  things  psychiatric  based  on  whatever  her  bad 
experiences  may  have  been,  surely  is  not  consistent  with  the 
practice  of  psychiatry  in  Pennsylvania  in  my  experience.  As 
you  probably  are  aware  from  the  articles  that  have  been  pub- 
lished in  the  magazine,  the  increasing  pressure  from  various 
non-medical  groups  have  added  considerable  burden  to  the 
practice  of  medicine  these  days,  not  to  mention  the  intense 
financial  pressures  from  third  parties  and  government,  and 


Dr.  Koltes  is  a past  president  of  the  Philadelphia  Psyciatric  Society. 


If  you  accept  that  each  person  is  unique— even  if  that  per- 
son has  a drinking  or  drug  problem— then  it’s  easy  to  see  why  a 
treatment  program  must  be  individualized.  One  man's  successful 
treatment  is  another  man's  failure. 

At  Sheppard  Pratt,  we  don't  shoehorn  people  into  a program, 
sacrificing  individualization.  Instead  we  adapt  the  program  to  the 
individual. 

There  are  givens,  of  course.  We’re  abstinence-oriented,  and 
work  according  to  the  principles  of  Alcoholics  Anonymous  and 
Narcotics  Anonymous.  We  provide  a warm,  home-like  environ- 
ment. We  start  with  a thorough  evaluation  of  the  patient,  the 
problem  and  its  effects.  Then,  using  a multidisciplinary  team  of 
professionals,  we  move  each  patient  through  individual  and  group 
counseling  designed  to  get  results  as  quickly  as  possible,  including 
outpatient  follow-through. 

For  some,  this  means  intense  confrontation.  For  others,  gentle 
guidance.  Our  sensitivity,  experience  and  flexibility  enable  us  to 
determine  the  best  approach. 

If  you  are  sometimes  in  a position  to  refer  alcoholics  or  drug 
abusers  to  suitable  treatment  centers,  learn  more  about  the  indi- 
vidualized approach  at  Sheppard  Pratt. 

To  get  general  information  about  the  Shep- 
pard Pratt  Substance  Abuse  Program,  or  to  dis- 
cuss an  individual  case,  contact:  Dr.  David  Waltos, 

Admissions  Officer,  Sheppard  and  Enoch  Pratt 
Hospital,  PO.  Box  6815,  Baltimore,  Maryland 


21204.  (301)  823-8200. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT, 
EDUCATION  AND  RESEARCH 


in  my  opinion 


articles  of  this  sort  do  much  to  undermine  the  confidence 
that  patients  have  in  physicians.  Only  a few  months  ago  the 
Pennsylvania  Medical  Society  in  conjunction  with  the  Penn- 
sylvania Psychiatric  Society  sent  out  a form  entitled,  “Know 
Your  Physician,”  in  this  instance  the  psychiatrist,  and  went 
into  detail  about  the  differences  between  the  psychiatrist 
and  clinical  psychologists.  If  the  society  is  this  supportive  of 
the  psychiatrist,  it  is  hard  to  understand  why  the  journal 
would  be  so  antagonistic  as  to  publish  an  article  that  is  so 
undignified  to  say  the  least. 

Insult  has  been  added  to  injury  with  the  article,  “Health 
Psychology  and  Medicine,”  which  simply  attempts  to  jus- 
tify the  intervention  of  non-medically  trained  personnel  into 
the  health  field.  The  latter  article  is  much  more  thoughtfully 
presented  but  the  combination  of  the  two  surely  is  a sad 
commentary  on  the  narrow  view  that  is  held  by  the  press 
with  respect  to  the  profession  of  psychiatry. 

Consult  with  psychiatrist  first 

Arthur  C.  Walsh,  MD 

It  was  a shock  to  read  the  article,  “Health  psychology  in 
medicine,”  by  Michael  J.  Asken,  PhD,  in  the  March  1985 
issue  and  find  that  psychiatrists  are  not  at  all  necessary  in 
the  field  of  emotional  problems  associated  with  medical  ill- 
nesses! When  I went  into  psychiatry  20  years  ago,  there 
seemed  to  be  an  increasing  acceptance  of  the  specialty  and  I 
thought  by  now  it  would  be  fully  accepted.  Unfortunately 
the  reverse  seems  to  be  the  case.  In  the  above  mentioned 
article  there  is  no  mention  of  the  advisability  of  psychiatric 
consultation  for  medical  patients.  It  would  appear  that  in 
the  author’s  opinion  this  is  not  necessary  and  that  psycholo- 
gists can  handle  the  whole  situation. 

The  fact  that  this  article  was  published  in  our  medical  as- 
sociation journal  indicates  that  this  attitude  may  be  present 
among  the  general  medical  population.  I doubt  if  the  journal 
would  publish  an  article  on  ophthalmology  by  an  optome- 
trist. In  discussing  this  matter  with  my  psychiatry  col- 
leagues I was  informed  that  they  had  noted  that  medical 
doctors  frequently  do  not  differentiate  between  a psycholo- 
gist and  a psychiatrist,  not  realizing  the  important  differ- 
ences. This  is  unfortunate  because  with  our  broad  back- 
ground in  medicine  and  intensive  three  years’  training  in 
psychiatric  residency,  we  are  able  to  offer  a great  deal  more 
in  understanding  of  the  patient’s  problems  than  can  a psy- 
chologist. 

The  background  and  training  of  psychologists  vary 
greatly  and  in  my  experience  they  do  not  bring  the  breadth 
of  understanding  to  the.  patient’s  problems  that  a psychia- 
trist can.  A patient  should  ideally  always  be  seen  first  by  a 
psychiatrist  in  consultation  before  being  treated  by  a psy- 


Dr.  Walsh  is  a practicing  psychiatrist  in  Pittsburgh.  He  has  written 
extensively  and  most  recently  a book  he  co-authored,  “ Mental  Capac- 
ity: Medical  and  Legal  Aspects  of  the  Aging,  ” was  published  by  Mc- 
Graw  HilL  J.  Brooke  Aker  and  James  R.  Beam,  Norristown  attor- 
neys, are  the  co-authors. 


chologist,  to  be  sure  that  the  patient  is  properly  assessed 
and  the  correct  course  of  treatment  outlined.  In  this  way 
gross  mistakes  can  be  avoided,  even  though  there  may  be 
some  difference  of  opinion  as  to  how  future  therapy  is  car- 
ried out. 

The  author  only  mentions  the  word  “psychiatry”  twice  in 
the  article  and  on  p.63  uses  it  only  to  perpetuate  the  false 
idea  that  “psychiatrists’  patients”  are  a different  breed  of 
humanity  and  are  different  from  “medical  patients.”  This  is 
a myth.  Indeed  grossly  psychotic  patients  are  quite  different 
from  other  patients,  but  most  medical  patients  have  emo- 
tional problems  which  are  within  the  scope  of  psychiatric 
care.  Most  patients  in  psychotherapy  are  working  and  func- 
tioning very  well— in  fact  better  than  many  people  who  are 
not  in  psychotherapy  but  who  would  greatly  benefit  by  it. 

I hope  that  our  colleagues  in  medicine  will  not  forget  the 
great  help  that  psychiatrists  can  be  to  their  patients,  and  so 
not  delay  referral  too  long.  One  of  the  main  problems  is  that 
when  a doctor  suggests  psychiatric  consultation  to  a patient 
the  patient  feels  he  is  being  labelled  “crazy”  and  resents  this, 
although  more  and  more  lay  people  are  becoming  more  so- 
phisticated and  appreciate  the  importance  of  emotional  ten- 
sion and  the  help  they  can  receive  from  a psychiatrist.  But 
for  some  patients  such  referrals  take  skill  on  the  physician’s 
part  to  reassure  the  patient  and  convince  him  of  the  wisdom 
of  such  a consultation.  I often  think  we  should  find  an  alter- 
native word  to  “psychiatrist,”  as  it  still  seems  to  carry  a 
stigma,  despite  the  fact  that  every  one  who  goes  to  a psychi- 
atrist is  not  psychotic  just  as  everyone  who  goes  to  an  oph- 
thalmologist is  not  blind. 

One  of  the  other  reasons  patients  resist  psychotherapy  is 
that  the  insurance  schemes  do  not  offer  very  good  coverage: 
A patient  could  have  a very  expensive  surgical  procedure 
and  hospitalization  of  no  cost,  whereas  a similar  problem,  if 
emotionally  based,  could  be  better  and  less  expensively 
treated  by  psychotherapy,  but  the  cost  to  the  patient  would 
be  much  greater. 


Cliche 

I hear  that  your  son  has  revealed  that  he’s  gay 
And  your  wife  and  plumber  have  run  away. 

I hear  your  married  daughter  has  gone  astray 

(With  your  next  door  neighbor  was  caught  in  the  “hay”) 

And  you  tell  me  she’s  been  pregnant  since  May. 

About  your  coming  bankruptcy  what  can  I say 
Except  to  hope  you’ll  get  a delay. 

Who’d  guess  that  your  friends  would  fail  to  defray 
Even  a part  of  what  they  promised  to  pay? 

Now  that  your  health  is  in  disarray 

And  your  shining  blonde  hair  is  turning  to  grey 

I know  that  you  won’t  display  any  dismay 

When  all  that  I can  possibly  say 

Is  “Good  seeing  you  and  HAVE  A NICE  DAY!” 

David  S.  Cristol,  MD 
Philadelphia 
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Over  17  years  and  untold 
manhours.  That’s  what  CyCare  has 
invested  in  the  study  of  health  care 
We've  long  since  earned  our 
diploma.  While  many  aspiring  com- 
petitors failed  to  make  the  grade. 

We  chose  one  specialty.  The 
delivery'  of  health  care  is  a specializ 
ed  business.  Your  data  processing 
company  should  understand  it 
thoroughly.  That’s  tough  to  do  if 
they're  also  marketing  to  banks,  fac 
tories  and  the  like. 

From  the  beginning,  CyCare 
decided  to  commit  only  to  the 
medical  industry.  Our  staff  of  over 
600  has  been  living  and  breathing  it 
ever  since. 

Experience  only  CyCare  can 
claim.  CyCare  has  studied  with 
thousands  of  physicians,  ad- 
ministrators, and  nurses.  We’ve 
worked  with  nearly  850  clients  of  all 
specialties  and  size.  In  17  years, 
we’ve  treated  data  processing 
challenges  of  every  kind. 

You  know  experience  is  the  best 
teacher.  So  choose  a company  that’s 
been  around  long  enough  to  learn. 

Our  knowledge  benefits  you.  Our 
experience  taught  us  that  each  client 
is  different.  We  designed  systems 
that  easily  accomodate  any  type  of 
case.  We  learned  you  didn’t  want 
useless  “bells  and  whistles’’,  so  we 
developed  practical  software  that 
enhances  the  delivery  of  patient 
care.  We  discovered  the  fear  of 
system  obsolescence.  So  we  created 
modular  systems  that  can  be  expand- 
ed at  any  time. 


Learning  never  stops.  Like  you, 
we  never  stop  learning.  We  invest 
more  in  research  each  year  than 
most  of  our  competitors  gross  in 
sales.  We  listen  to  your  ideas,  look 
for  new  ways  to  improve  your  prac- 
tice, and  stay  abreast  of  industry 
needs.  It’s  the  only  way  to  take  the 
lead. 

Compare  our  credentials.  Ex- 
amine CyCare  thoroughly.  Demand 
as  much  from  us  as  you  demand 
from  yourself.  Look  at  our  ex- 
perience, our  financial  stability.  Ex- 
amine our  products  and  talk  to  our 
clients.  Find  out  why  CyCare  is  the 
leading  supplier  to  medical  group 
practices,  HMOs  and  ambulatory 
care  facilities  nationwide. 

Put  us  to  the  test.  We’re  prepared. 


Ask  about  CyCare ’s  Cl 00 
APPOINTMENT  SCHEDULING.  The 
physician  time  management  system 
for  small  and  medium  size  practices. 

□ Rush  free  details  to  me  about 
CyCare. 

□ Have  a representative  contact  rne. 
My  business  card/letterhead  is 
attached. 

No.  of  Phys. 

Mail  to:  CyCare,  520  Dubuque 
Building  Dubuque,  Iowa  52001 
319/556-3131  PM  5/85 
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practice  management 


Marketing  medical  practice  begins  internally 

Leif  C.  Beck,  LLB,  CPBC  Dorothy  R.  Sweeney 


Much  is  said  these  days  about  mar- 
keting, the  most  recent  buzzword 
in  medical  practice  management.  The 
subject  deserves  most  of  the  attention 
it  receives,  but  one  aspect  of  the  subject 
is  often,  unfortunately,  overlooked.  This 
point,  in  a nutshell,  is  that  marketing 
begins  in-house— within  the  practice  it- 
self. 

Several  examples 

In  a large  group  practice  we  visited 
last  year,  we  recall  its  being  ready  to 
sign  an  advertising  agency  contract  for 
$100,000,  to  promote  its  expansion  into 
certain  new  activities.  Unfortunately, 
however,  its  physicians  were  not  at  all 
on  a reasonably  uniform  wavelength  as 
to  those  activities,  and  the  telephone/ 
reception  employes  actually  were  dis- 
couraging the  appropriate  patients.  The 
advertising  would  have  been  wasted  un- 
less the  group’s  own  players  first  be- 
came unified  to  its  goals. 

On  a smtiller  scale,  one  physician  in  a 
three-member  group  was  not  convinced 
of  the  direction  the  doctors  generally 
planned  for  the  practice  to  take.  A few 
of  the  key  staff  members,  sensing  the 


owners’  indecisiveness,  were  undermin- 
ing the  chosen  direction  in  their  patient 
encounters.  The  practice’s  strategic  de- 
cisions could  not  be  accomplished  until 
leadership  and  decision-making  formats 
gave  the  physician-members  a unified 
front. 

Involving  the  key  players 

The  point  of  these  examples  should 
be  obvious,  though  sometimes  more  dif- 
ficult to  solve.  An  organization  must 
become  fairly  well  unified  to  its  basic 
goals  and  strategies  in  order  to  accom- 
plish them.  In  effect,  “marketing  be- 
gins internally.” 

When  a practice  starts  to  develop  its 
basic  business  plan,  it  should  involve  all 
the  key  players.  A group  should  be  cer- 
tain that  each  physician-member  has 
had  input  and  that  the  proposed  plan 
has  been  thoroughly  discussed  and 
openly  approved.  If  a member  is  so  op- 
posed to  the  plan  that  he  or  she  will  not 
support  it,  perhaps  withdrawal  from 


The  authors  are  consultants  with  the  Health 
Care  Group,  of  Bala  Cynwyd. 


the  practice  would  be  best.  And  a solo 
practitioner  should  share  the  planning 
process  with  the  office  manager  and  se- 
nior assistants  so  their  support  will  be 
forthcoming. 

Better  results 

With  that  start,  the  plan  will  have  a 
fair  chance  of  being  carried  out. 
Changes  in  practice  emphasis  should  be  I 
reasonably  self-fulfilling  when  all  the 
participants  think  and  act  in  keeping 
with  the  selected  goals.  Promotional  ef- 
forts to  emphasize  a new  satellite,  avail- 
ability to  another  group  of  patients,  or  a 
different  disease  or  procedure  orienta- 
tion will  be  far  more  likely  to  succeed. 

Internal  marketing  requires  leader- 
ship at  the  physician  level,  confirming 
the  oftstated  principle  that  success  or 
failure  comes  from  the  top.  Among  a 
group  of  doctors,  the  leadership  re- 
quires forming  a consensus  and  then  in- 
fluencing others  to  stay  online.  For  a 
small  or  solo  practice,  it  may  require 
training  the  staff  to  understand  the 
larger  goals  for  the  practice.  Whatever 
the  size  and  style,  it  is  the  first  step  in 
carrying  out  your  marketing  effort.  □ ^ 


What’s  the 
potential 
of  your 
practice? 

■ Are  your  practice  growth 
expectations  realistic? 

I Will  the  demand  for  your 
specialty  increase  in  your 
practice  area? 

I How  many  referrals  can  you 
expect  from  new  and 
established  physicians  in 
your  area? 


Get  the  facts  about  your  practice  area  with 
the  PMS  Marketplace  Analysis  Service,  a 
unique  collection  of  current  physician, 
hospital  and  demographic  data  for  any 
area  you  select. 

Whether  you  are  considering  expanding 
your  practice,  selecting  a practice  site  or 
investigating  a specific  practice 
opportunity,  the  Marketplace  Analysis 
Service  will  help  you  make  the  right 
decision. 


PMS 

Marketplace 

Analysis 

Service 


To  receive  your  pamphlet 
describing  the  Marketplace 
Analysis  Service,  contact 
Sharon  Ryan,  Manager  of 
Marketing,  at  (717) 

763-71  SI. 


When  does 
two  equal  four? 


When  you  prescribe 


BID 


Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 


Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 


VELOSEF  Capsules 

(Cephradine  Capsules  USP) 


tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 


Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
"Computers  in  Health  Care  Draujing.’’ 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5]  Grand  Prizes. . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (53  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY 

(1  • ) On  an  official  entry  form  handprint  your  name,  address  and  zip  code 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  'Velosef -Computers  in  Health  Care"  on  a 3"  x 5"  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to,  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  PO,  Box  3036,  Syosset,  NY  11775  All  entries 
must  be  received  by  September  9, 1985,  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U,S,A„  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc,  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  ‘ COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  '125'  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e.g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae: Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis ). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  ot 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 

In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Can  tuuo  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF5’  Capsules  (Cephradine  Capsules  USP) 
"Computers  in  Health  Care  Drauuing.” 


SQUIBB 


□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 


Please  type  or  print  clearly. 
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MD 

□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  “Computers  in 
Health  Care  Drawing.” 
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VELOSEFcapsu.es 

(Cephradine  Capsules  USP] 


BID 


Diuretics  (potent  "loop  diuretics,"  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict’s 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b i d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q,  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae:  75  fo  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i  d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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Unlike  most  of  our  competitors  in  the  malpractice  field,  we  at  PIE  consider  the  surgeon 
“HIGH-QUALITY”  not  “HIGH-RISK.” 


Unfortunately,  not  everyone  will  meet  PIE’s  high  underwriting  standards.  However,  those 
who  do  will  usually  receive  a substantially  lower  malpractice  premium. 


Naturally,  you  may  have  some  questions  about  PIE,  we’d  be  happy  to  send  you  a free 
brochure.  Simply  return  the  reply  card  or  call  us  toll  free  at  1-800-462-0492. 
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physicians  in  the  news 


John  V.  Blady,  MD,  Villanova,  was 
awarded  the  Bronze  Medallion  of  the 
Chapel  of  Four  Chaplains  in  recognition 
of  his  accomplishments  in  the  fight 
against  cancer.  Dr.  Blady,  a surgeon  spe- 
cializing in  cancers  of  the  head  and 
neck,  directed  the  Blady  Tumor  Clinic 
at  Temple  University  Medical  Center 
for  30  years,  he  served  as  clinical  profes- 
sor at  Temple’s  Health  Sciences  Center 
until  his  retirement  several  years  ago. 
he  is  a past  president  of  the  Philadel- 
phia County  Medical  Society  and  the 
Pennsylvania  Medical  Society. 

Robert  S.  Blacklow,  MD,  has  been  ap- 
pointed senior  associate  dean  of  Jeffer- 
son Medical  College  of  Thomas  Jeffer- 
son University.  In  his  new  post,  Dr. 
Blacklow  oversees  the  medical  school’s 
undergraduate  academic  programs,  stu- 
dent affairs,  and  support  services.  Dr. 
Blacklow  previously  served  as  profes- 
sor and  associate  chairman  of  the  de- 
partment of  internal  medicine  at  Rush 
Medical  College  of  Rush  University, 
Chicago.  He  is  editor  of  a major  medical 
text,  Signs  and  Symptoms,  recently 
published  in  its  sixth  edition. 

Richard  H.  Helfant,  MD,  Philadelphia, 
has  been  named  director  of  medicine  at 
Presbyterian-University  of  Pennsylva- 
nia Medical  Center.  An  expert  on  coro- 
nary heart  disease  and  nuclear  cardiol- 
ogy, Dr.  Helfant  is  director  of  the 
medical  center’s  Mid-Atlantic  Heart 
and  Vascular  Institute.  Researchers  at 
the  institute  were  among  the  first  to  ex- 
amine uses  of  nuclear  medicine  in  diag- 
nosing and  treating  heart  disease. 

Washington  County  Medical  Society 
honored  Victor  W.  Bair,  MD,  for  50 
years  of  medical  service.  Dr.  Bair  main- 
tains a general  practice  in  Belle  Vernon, 
and  is  on  the  medical  staff  of  Mon  Val- 
ley Hospital. 

A biographical  record  about  Wilbert  E. 
Hernandez,  MD,  Wilkes-Barre,  medical 
director  of  Blue  Cross  of  Northeastern 
Pennsylvania,  is  included  in  the  sev- 
enth edition  of  Marquis’  Who's  Who  in 
the  World.  The  publication  is  a reference 
that  lists  exceptional  people  on  an  inter- 
national scale. 

Gerard  DelGrippo,  MD,  Lock  Haven. 


was  honored  for  his  service  to  Clinton 
County  Medical  Society.  He  served  as 
president  of  the  society  for  the  past  two 
years.  Currently,  Victoria  Romeo,  MD, 
Lock  Haven,  is  president. 

Paul  A.  Liebman,  MD,  received  a Na- 
tional Institutes  of  Health/National 
Eye  Institutes  grant  for  five  years  of  re- 
search on  the  biochemical  mechanism  of 
visual  transduction.  Dr.  Liebman  is  af- 
filiated with  the  Scheie  Eye  Institute, 
Philadelphia. 

Harold  G.  Scheie,  MD,  and  Myron 
Yanoff,  MD,  both  of  Philadelphia  were 
guests  at  the  27th  meeting  of  the  Portu- 
guese Society  of  Ophthalmology,  held  in 
Oporto,  Portugal.  Both  physicians  were 
named  honorary  members  of  the  soci- 
ety. 

Elliot  S.  Vesell,  MD,  chairman  of  the  de- 
partment of  pharmacology  and  Evan 
Pugh  Professor  at  Hershey  Medical 
Center,  delivered  the  1985  Pfizer  Visit- 
ing Professorship  Lecture  in  Clinical 
Pharmacology  at  Morehouse  School  of 
Medicine,  Atlanta,  Georgia.  Dr.  Vesell 
spoke  on  “The  Influence  of  Host  Fac- 
tors on  Drug  Response.” 

Harold  Kolansky,  MD,  a psychiatrist 
practicing  in  Elkins  Park,  was  elected 
president  of  the  Philadelphia  Associa- 
tion for  Psychoanalysis.  He  also  was 
elected  a fellow  of  the  Board  on  Profes- 
sional Standards  of  the  American  Psy- 
choanalytic Association.  Dr.  Kolansky 
is  professor  of  psychiatry  and  human 
behavior  at  Jefferson  Medical  College 
of  Thomas  Jefferson  University,  where 
he  directs  the  section  of  psychoanaly- 
sis. He  is  a past  president  of  the  Re- 
gional Council  of  Child  Psychiatry, 
which  serves  Pennsylvania,  Delaware, 
and  southern  New  Jersey. 

Rodrigue  Mortel,  MD,  was  one  of  ten 
community  leaders  to  receive  a 1985 
Horatio  Alger  Award,  presented  by  the 
Horatio  Alger  Association  of  Distin- 
guished Americans.  The  association 
was  established  in  1947  to  educate 
young  people  about  opportunities  af- 
forded by  the  United  States’  free  enter- 
prise system.  Each  year  the  association 
honors  ten  outstanding  Americans  who 
have  triumphed  over  adverse  circum- 


stances to  achieve  success  in  their  re- 
spective fields.  A native  of  Haiti,  Dr. 
Mortel  was  raised  in  poverty.  His  family 
saved  enough  money  to  send  him  tu 
high  school.  Later,  he  was  able  to  attend 
college  and  medical  school  in  Haiti  be- 
fore coming  to  the  United  States  for 
graduate  training.  Currently,  Dr.  Mortel 
is  chairman  of  the  department  of  ob- 
stetrics and  gynecology  at  the  Pennsyl- 
vania State  University  College  of  Medi- 
cine, Hershey. 

David  R.  Brill,  MD,  chief  of  nuclear 
medicine  at  Geisinger  Medical  Center, 
Danville,  was  elected  a fellow  in  the 
American  College  of  Nuclear  Physi- 
cians, San  Antonio,  Texas.  Of  approxi- 
mately 1,200  members  of  the  college, 
less  than  150  are  fellows.  Dr.  Brill’s  nu- 
merous publications  on  low  level  radio- 
active wastes  aided  in  his  selection  as  a 
fellow. 

Luther  W.  Brady  Jr.,  MD,  Philadelphia, 
was  elected  president  of  the  Radiologi- 
cal Society  of  North  America  during  the 
70th  Scientific  Assembly  and  Annual 
Meeting  in  Washington,  DC.  Dr.  Brady 
is  professor  and  chairman  of  the  depart- 
ment of  radiation  oncology  and  nuclear 
medicine  at  Hahnemann  University. 

Kathleen  E.  Squires,  MD,  Philadelphia, 
has  been  elected  to  the  Ad  Hoc  Commit- 
tee on  Young  Physicians  of  the  Ameri- 
can Medical  Association.  Dr.  Squires, 
chief  resident  of  internal  medicine  at 
the  Medical  College  of  Pennsylvania, 
said  the  committee  will  attempt  to  de- 
lineate the  concerns  of  physicians  under 
40  to  ascertain  why  there  is  a decrease 
in  AMA  membership  among  this  group 
and  to  determine  what  can  be  done  to 
increase  participation. 

New  officers  were  installed  at  the  an- 
nual meeting  of  the  Robert  H.  Ivy  Soci- 
ety of  Plastic  and  Reconstructive  Sur- 
geons. Arthur  S.  Brown,  MD,  Camden, 
NJ,  is  president.  Howard  S.  Caplan, 
MD,  Philadelphia,  will  serve  as  vice 
president.  John  C.  Schantz,  MD,  Lan- 
caster, was  elected  secretary,  and 
Donato  D.  LaRossa,  MD,  Philadelphia, 
is  treasurer.  Thomas  S.  Davis,  MD, 
Hershey,  is  past  president  of  the  organi- 
zation. The  meeting  was  held  in 
Hershey,  March  22-23. 
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ealth  Care  Expo  ’85  is  the  most  comprehensive 
educational  program  and  exhibition  of  its  kind 
ever  undertaken.  For  one  week  this  summer,  partici- 
pants will  gather  from  around  the  world  to  engage  in 
accredited  programs,  to  attend  open  multidisciplinary 
seminars  and  symposia,  and  to  visit  acres  of  the  most 
exciting  and  interesting  health  care  exhibits  in  the 
world  today. 

An  unprecedented  opportunity  to 
enrich  your  practice 

More  than  three  hundred  one-hour  courses 
providing  Category  I CME  credits  in  thirty- 
four  subject  areas  will  be  offered  during  the 
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week.  Designed  by  the  Continuing  Education  Division  of 
Georgetown  University  School  of  Medicine,  the  program 
features  a distinguished,  multidisciplinary  faculty  from 
throughout  the  country  who  will  discuss  state-of-the-art 
advances  in  a wide  range  of  specialty  and  family  practice 
areas.  Each  day’s  programming  provides  registrants,  their 
families,  or  guests,  with  a rich  choice  of  topics  that  can  be 
selected  according  to  their  personal  and  professional 
interests.  Courses  and  exhibits  may  be  arranged  on 
k a daily  and/or  weekly  basis  to  maximize  time 
^ utilization  and  provide  either  an  intensely 
■ focused  learning  experience  or  a broad  over- 
view of  current  developments.  Call  or  write 
now  for  full  details. 


HealthCareExpo’85 

Please  send  me  a Registration  Packet,  including  information  on  travel  and  lodging  arrangements. 


Name 

Street  Address 

City 

( Area  Code 

_J 

State 

ZIP 

Country 

Telephone  Number 

MAIL  TO:  Health  Care  Expo  ’85,  404  Park  Avenue  South,  N.Y.,  N Y.  10016 

or  CALL  TOLL-FREE  FOR  IMMEDIATE  RESPONSE:  (800)  221  3987 
within  New  York  State  (21 2)  532-9400 
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Join  the  Best  and  the  Brightest 
at  the  Health  Capital  of  the  World 


WASHINGTON.  D.C.  CONVENTION  CENTER— AUGUST  18-24, 1985 


• Accredited  courses  for  physicians,  nurses 
and  allied  health  care  professionals 

• Informative  industry  health  care  exhibits  for  the 
whole  family 

• Displays  by  leading  federal  agencies  and  voluntary 
associations  (including  NIH,  ACS,  AHA) 


• Health  lectures  for  the  lay  public 

• Presentations  by  government  experts 

• Enjoy  the  relaxing  and  stimulating  vacation  surroundings 
of  Washington,  D.C. 


— — — ' ■ CME  Courses  — — — ■ — — 

Aerospace  Medicine/Allergy/Arthritis/Cardiology/Computers  in  Medicine/Cancer:  (Colon,  Breast,  Gyn,  Melanoma,  Lung,  Prevention )/Diabetes/Ethics  in  Medi- 
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financial  planning 


Coordinate  your 

Vasilios  J.  Kalogredis,  JD,  CPBC 

If  you  are  like  many  physicians,  your 
tax-sheltered  retirement  plan  is  one 
of  the  biggest  parts  of  your  estate.  Yet, 
chances  are  slim  that  your  pension  plan- 
ning has  been  coordinated  with  your  es- 
tate planning.  In  all  too  many  cases,  the 
exact  opposite  is  true— the  pension 
planning  is  at  odds  with  the  estate  plan. 

The  troublemaker  is  Congress,  chang- 
ing the  rules  so  fast  that  no  doctor 
could  possibly  keep  up.  But  you  must 
keep  up  or  your  heirs  will  be  casualties 
of  legislative  zeal.  Here’s  a rundown  of 
what  you’ll  deal  with  to  keep  your  re- 
tirement plan  from  becoming  your  fam- 
ily’s nightmare. 

The  automatic  annuity  rule 
The  Retirement  Equity  Act  of  1984, 
passed  just  a few  months  ago,  included 
a peculiar  provision  affecting  pension 
plans  (for  the  most  part,  not  profit  shar- 
ing plans).  The  provision  is  this:  If  a 
married  person  dies  before  the  pension 
funds  are  fully  paid  out,  the  plan  must 
buy  a lifetime  annuity  for  that  person’s 
spouse.  The  law  provides  that  you  can 
elect  out  of  this  automatic  treatment,  in 
a form  to  be  signed  by  you  and  your 
spouse.  But  if  this  election  isn’t  in  place 
before  the  time  of  your  death,  your 
spouse  is  stuck  with  the  annuity,  even  if 
he  or  she  would  rather  be  paid  by  some 
other  means  (such  as  a lump  sum  pay- 
ment, or  installments  paid  from  the 
plan). 

Suppose  you  have  $500,000  in  your 
pension  plan,  and  after  the  effective 
date  of  the  automatic  annuity  provi- 
sions, January  1,  1985,  you  die  in  an 
accident.  Suppose  further  that  your 
spouse  was  injured,  and  died  sometime 
later.  The  question  is,  “How  much  of 
your  plan  proceeds  will  go  to  your  chil- 
dren? The  answer  is  “None.”  Since  the 
law  provides  for  the  automatic  pur- 
chase of  an  annuity  for  your  spouse, 
and  payments  on  the  annuity  stop  at 
her  death,  there’s  simply  nothing  left  to 
leave  to  the  heirs. 

Clearly,  it’s  critical  that  you  have 
signed  waiver  and  consent  in  place  as 
soon  as  possible.  If  your  pension  consul- 
tants have  not  provided  you  with  such 
a form,  you  should  find  one  on  your 
own.  It’s  not  enough  to  put  the  biggest 


pension  program  with  your  estate 


possible  amount  into  your  pension  plan 
if  it  won’t  be  going  to  your  heirs. 

Taking  advantage  of  the  unified  credit 

What’s  the  unified  credit?  In  a nut- 
shell, the  words  refer  to  the  fact  that  a 
chunk  of  your  estate  will  be  free  of  fed- 
eral estate  taxes.  For  instance,  persons 
who  die  in  1985  will  have  the  first 
$400,000  of  their  estates  shielded  from 
federal  estate  tax  under  the  unified 
credit.  The  amount  goes  to  $500,000  for 
persons  who  die  in  1986,  and  $600,000 
for  persons  who  die  in  1987  or  later. 

From  a tax  point  of  view,  a doctor 
should  always  include  as  part  of  an  es- 
tate plan  provisions  that  set  aside  a 
sum  of  money  equal  to  the  unified 
credit  amount,  giving  it  to  a trust  for 
the  surviving  spouse  rather  than  to  the 
spouse  on  his  or  her  death).  The  idea  is 
that  you  want  to  keep  down  the  size  of 
your  spouse’s  taxable  estate.  By  leav- 
ing as  much  as  you  can  (i.e.,  the  amount 
that’s  exempt  under  the  unified  credit) 
to  such  a trust,  you  cut  down  on  the  es- 
tate taxes.  For  instance,  leaving  the  full 
$400,000  to  such  a trust  could  save 
$145,000  in  estate  taxes  at  the  time  of 
his  or  her  death. 

That’s  where  the  retirement  plan  pro- 
ceeds come  in.  They  can’t  be  “owned 
jointly”  with  your  spouse.  In  short,  the 
proceeds  are  the  perfect  kind  of  asset 
for  funding  this  kind  of  trust. 

Here  are  two  ways  of  handling  it. 
First,  your  retirement  plan’s  benefi- 
ciary designation  form  (the  piece  of  pa- 
per you  fill  out  that  says  where  the  pro- 
ceeds go  at  your  death)  can  have  a 
formula.  Under  the  formula,  the  pro- 
ceeds go  first  to  the  non-marital  trust 
until  the  amount  reaches  the  maximum 

There’s  a problem  for  most  doctors  in 
that  they  may  not  have  $400,000  to 
leave  to  such  a trust.  They  may  be 
worth  more  than  that  amount,  but  the 
holdings  may  be  property  that’s  jointly 
owned  and  will  pass  to  spouses  auto- 
matically. In  these  cases  there  is  noth- 
ing to  go  into  the  trust. 


Mr.  Kalogredis  is  a practicing  attorney  and 
president  of  Professional  Practice  Consult- 
ing, Inc.,  of  Wayne.  His  firm  deals  exclusively 
with  health  care  professionals. 


you  can  have  before  paying  estate 
taxes.  Then  the  rest  of  the  proceeds  go 
to  your  spouse. 

The  alternative  is  to  have  a “dis- 
claimer” provision.  Disclaimer  means 
that  your  spouse  can  refuse  part  or  all 
of  the  money.  So,  for  instance,  the  form 
can  say  that  all  the  proceeds  go  to  the 
spouse,  but  any  amount  that  he  or  she 
disclaims  will  go  into  the  non-marital 
trust. 

Either  way,  you  wind  up  with  just  the 
right  amount  of  assets  in  the  trust. 

The  overwhelming  majority  of  benefi- 
ciary designation  forms,  however,  fall 
into  one  of  three  categories,  and  they’re 
all  dangerous  under  current  law.  Here’s 
the  list. 

All  to  spouse.  This  is  dangerous  if  the 
doctor’s  other  assets  are  owned  jointly. 
This  means  that  the  spouse  gets  every- 
thing on  the  death  of  the  doctor.  The  es- 
tate is  now  unnecessarily  bloated. 
Whatever  tax  savings  could  have  re- 
sulted by  transferring  part  of  the  doc- 
tor’s estate  to  a trust  are  lost. 

All  to  a trust.  This  became  popular  at  a 
time  when  plan  proceeds  were  free  of 
federal  estate  taxes.  They’re  not  any- 
more. If  the  amount  going  to  the  trust 
(combined  with  other  assets  of  the  doc- 
tor not  going  to  the  spouse)  is  over 
$400,000,  say,  in  1985,  then  the  excess 
is  subject  to  federal  estate  taxes— at 
rates  starting  at  34  percent. 

$100,000  to  a trust,  the  rest  to  spouse. 
For  a period  of  about  two  years,  the  fed- 
eral estate  tax  exemption  for  plan  pro- 
ceeds stood  at  $100,000.  This  mini- 
exemption was  repealed,  but  because  of 
it,  many  physicians  still  list  this  funny- 
looking $100,000  bequest  to  a trust. 
This  is  really  just  a step  away  from 
leaving  the  whole  thing  to  the  spouse. 
As  before,  the  danger  is  that  you’re 
loading  up  the  spouse’s  estate  and  cre- 
ating all  kinds  of  tax  problems  that  will 
appear  at  his  or  her  death. 

The  point  is,  since  you  have  the  uni- 
fied credit  exclusion,  you  ought  to  use 
it.  You  should  set  aside  some  money 
that  will  take  advantage  of  it  through  a 
trust  that  will  be  excluded  from  your 
spouse’s  estate.  And  there’s  no  better 
source  of  money  to  fund  the  trust  than 
your  pension  plan.  □ 
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Angina 
Protection 
with  Benefits  for 
a Lifetime 

ONCE- DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 

PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA — either  alone  or  with  a 
nitrate — is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets — 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 

START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE- DAILY 


LONG  ACTING 
CAPSULES 


Ayerstj 


The  aopearance  of 
INDERAL  LA 
capsules  is  a registered 
trademark  of 
Ayerst  Laboratories 


ONCE-DAILY 


JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE 
THERAPY  IN  ANGINA 


INDERALLA 

(PROPRANOLOL  HCI)  CAPSULES 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULAR ) 
INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  fo  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  ot  the  AUCs  tor  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  ol  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  head  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypedensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypedensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypedensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen, requirement  ui  thehfatl  at 
any  given  level  of  eftod  by  blocking  the  catecholamine  indue ' i increases  ,r  'he  head  r$te,  . 

systolic  blood  pressure,  and  the  velocity  and  extart  of  rnydjardial  contraction  ’'ropr.u 

may  increase  oxygen  requirements  by  increasing  left  ventricular  fiberfength,  end  dpstolicj 
pressure  and  systolic  election  period  The  net  physBta'1'  effect  of  beta  adrenergic  blockade* 
is  usually  advantageous  and  is  manifested  durmJ  exercise  by  delayed  onset  or  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  bloc^Be.  INDERAL  also  exeds  a quinidine-like 
or  anesthetic-like  membrane  action  which  aftectstha^ardiac  acljfl^fiotentiaini^ 
cance  of  the  membrane  action  in  the  treatment  ol^rrhvthrnras  is  uncedan 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established, 
adrenergic  receptors  have  been  demonstrated  i$|ne  pta'  vessels  of  the  t rain. 

Beta  receptor  blockade  can  be  useful  in  ci  editions , inwtiich.  I « caus-  of  pain  ■ »jic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  Bu'  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  exampi^Tn  patients  wittTseverely 
damaged  heads,  adequate  ventricular  function  is  maintained  by  vidue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage 
ment  of  hypedension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypedensive 
agents,  padicularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypedensive  emergencies 

Angina  Mectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
tor  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  staded  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  Ihe  management  of 
hypedrophic  subaodic  stenosis,  especially  for  treatment  of  exedional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  head 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE;  Sympathetic  stimulation  may  be  a vital  component  sup- 
poding  circulatory  function  in  patients  with  congestive  head  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
oved  congestive  head  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  head 
musete 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  head 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  repods  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  tor  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  if  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  head  disease  who  are  given  propranolol  for  other 
indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 


MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  head  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobutamme  or  isoproterenol  However,  such  patients  may  be  sub|ect  to  protracted  severe 
hypotension  Difficulty  in  stadmg  and  maintaining  the  headbeat  has  also  been  repoded  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  cedain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  ot 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adiust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  cedain  clinical  signs  of  hypedhyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hypedhyroidism.  including  thyroid  storm  Propranolol  does  not  distod  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON  WHITE  SYNDROME,  several  cases  have  been 
repoded  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  is  not  indicated  for  the  trealmenf  of  hypertensive 
emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  head  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vedigo,  syncopal  attacks,  or  odhostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150mg/kg/day,  there  was  no  evidence  of  significant 
drug  - induced  Jpjueity  Thernwgre  np  drug -related  tumorigemc  effects  at  any  of  the  dosage 
levels.  Reproductive  ,tudiec  in  animate  did  not  show  any  impairment  of  fedility  that  was 
§f  attriMable  to  the  drug 

Pregnant  , Pregnancy  CataBBM  C INDERAL  has  been  shown  to  be  embryotoxic  in 
xaniaial  studies  atfoosi  $ abou^lftti®wo(eajgf  than  the  maximum  recommended  human  dose 
I Pmei  are  no  adequate  and  weif-confiollect  studies  in  pregnant  women  INDERAL  should 
be  used  during, pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  Ihe  fetus 
Nursing  tv^^ms  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  admin  sterecUpa  nursing  woman 

Pediatric  Use  ISatetv  and  effect  .•••  ess  in  children  have  not  been  established 
-_IVERSE  REACTIONS.  Must  advej®  effects  have  been  mild  and  transient  and  have 
rarely  required  the  v.itndrawal  ot  therapy. 

ardio-  i culai  bran , carda.lpdngestive  heart  'arlui1  intensification  of  AV  block,  hypo- 
tejisioi^inasthesiu  of  hai  Is;  thn  mboc , toper  nc  purpura  arterial  insufficiency,  usually  of  the 
^Haynaudrype  M 

Central  Nen/ous  System  liql^«Hdedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  rtftwNlbie  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory,  bronchospasm 

Flematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  - Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a tew  days  to  several  weeks 

ANGINA  PECTORIS— Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

It  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  Ihe  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  lime  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

•The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayersl  Laboratories 
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Plant  ingestions  in  children 
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Plant  ingestions  in  children  were  studied  by  evaluating  telephone  calls  to  the 
Susquehanna  Poison  Control  Center  in  Pennsylvania  during  a 12-month  per- 
iod. Seven  percent  (325/ 4726)  of  all  calls  to  the  center  involved  plant  ingestions 
by  children.  Of  these,  62  percent  were  less  than  two  years  old.  Houseplants 
were  responsible  for  86  percent  of  ingrestions  in  children  under  one  year,  49 
were  ingested  in  86  percent  of  cases  involving  children  under  one  year,  49  per- 
cent between  12-23  months,  and  17  percent  in  children  24  months  or  older.  Three 
percent  of  the  cases  were  symptomatic,  most  of  these  involving  oral  or  gastric 
irritation.  Only  one  child  required  hospitalization  — a 16-year-old  boy  with 
jimson-weed  intoxication.  The  frequency  of  ingestions  peaked  from  August  to 
October,  due  to  an  increase  in  the  ingestion  of  various  berries. 


Children  frequently  encounter  plants 
i as  they  explore  their  surroundings.  Un- 
fortunately, however,  certain  plant  spe- 
cies commonly  found  around  the  home 
are  toxic  if  ingested.  The  incidence  of 
plant  ingestions  by  children  is  un- 
known, but  data  compiled  nationally  by 
the  Clearinghouse  for  Poison  Control 
Centers  during  1980  revealed  a total  of 
11,272  plant  and  mushroom  poisonings. 
Ninety  percent  of  the  cases  occurred  in 
children  less  than  five  years  old,  indi- 
cating that  plant  poisonings  are  chiefly 
a pediatric  problem.1 

For  the  physician  treating  a case  of 
plant  ingestion,  it  is  often  difficult  to 
predict  whether  or  not  toxic  symptoms 
are  likely  to  occur.  F actors  complicating 
the  question  of  toxicity  are:  difficulty 
identifying  the  plant;  lack  of  human  or 
veterinary  toxicologic  data;  no  knowl- 
edge of  the  plant  part  and  quantity  in- 
gested; in  the  case  of  fruits,  degree  of 
ripeness;  whether  the  plant  parts— 
particularly  seeds — are  chewed  or  swal- 


lowed whole;  soil  or  climate  conditions; 
and  patient  factors  such  as  body  size 
and  age.2 

The  purpose  of  this  study  is  to  evalu- 
ate childhood  plant  ingestion  inquiries 
received  by  a regional  poison  control 
center.  Information  from  other  regional 
and  national  studies  is  reviewed,  and 
suggestions  are  given  for  dealing  with 
pediatric  plant  ingestions. 

Methods 

We  evaluated  telephone  inquiries 
about  suspected  plant  ingestions  in 
children  under  17  years  of  age,  during 
the  12-month  period  beginning  October 
1,  1981.  Calls  were  answered  by  the 
staff  of  the  Susquehanna  Poison  Center, 
Geisinger  Medical  Center.  Inquiries 
were  from  17  counties  in  mostly  rural 


The  authors  are  from  the  Geisinger  Medical 
Center,  Danville. 


parts  of  eastern  and  central  Pennsylva- 
nia. The  child’s  age,  plant  substance  in- 
gested, and  suspected  symptoms  were 
noted.  Advice  offered  for  first  aid  in- 
cluded ipecac  if  toxicity  was  suspected 
or  unknown;  milk  or  iced  liquids  for  gas- 
tric or  oral  mucosa  irritation;  and  milk, 
fluids,  or  nothing  if  the  substance  was 
innocuous.  Potentially  dangerous  cases 
were  referred  to  a local  emergency 
room.  Follow-up  calls  made  four  to  24 
hours  afterwards  revealed  whether  late 
symptoms  had  occurred. 

All  inquiries  were  recorded,  even  if 
the  caller  could  not  identify  the  plant. 
In  such  cases,  descriptions  such  as  “red 
berries”  or  “unknown  leaf”  were  used. 
Plant-related  injuries  or  conditions  not 
resulting  from  ingestion  (for  example, 
contact  dermatitis)  were  excluded  from 
this  study. 

Results 

During  the  12-month  period  of  this 
study,  the  Susquehanna  Poison  Center 
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received  4,726  telephone  calls  from  peo- 
ple seeking  information  about  poison- 
ings, of  which  325  (7%)  involved  pediat- 
ric plant  ingestions.  Most  of  these  were 
about  children  less  than  two  years  old 
(188/303  or  62%;  ages  were  unknown 
for  22  cases).  The  frequency  of  plant  in- 
gestion calls  varied  seasonally,  with  a 
peak  incidence  from  August  through 
October  (Figure  1).  This  peak  was 
largely  due  to  an  increase  in  ingestion  of 
various  berries.  (We  use  the  term 
“berry”  to  mean  any  small  fleshy  fruit, 
not  in  a technical  sense.)  Berries  (of  all 
types)  accounted  for  64/148  (43%)  of 
cases  from  August  to  October,  but  only 
21/177  (12%)  during  the  other  nine 
months.  The  12  plants  inquired  about 
most  frequently  are  noted  in  Table  1. 
These  accounted  for  41%  (133/325)  of  all 
ingestion  inquiries.  Among  these,  nine 
were  houseplants  and  the  remainder 
were  plants  grown  outdoors.  Of  the  lat- 


Table  1 

Most  frequent  pediatric  plant  ingestions  as  determined  by  telephone  inquiries 


Plant 

No.  of  ingestions 

Plant  part 

1. 

‘Philodendron  spp 

32 

leaf 

2. 

‘Jade  plant  (Crassula  spp) 

18 

leaf 

3. 

Nightshade  (Solanum  spp) 

14 

fruit 

4. 

'Swedish  ivy  (Plectanthus  spp) 

10 

leaf 

5. 

‘Poinsettia  (Euphorbia  pulcherrima 
Willd.) 

9 

leaf  (or  bract),  fruit 

6. 

‘African  violet  (Saintpaulia  spp) 

9 

leaf 

7. 

Yew  (Taxus  spp) 

9 

fruit 

8. 

Poke  weed  (Phytolacca  americana  L.) 

7 

fruit 

9. 

‘Spider  plant  (Chlorophytum  spp) 

7 

leaf 

10. 

‘Schefflera  (Brassaia  spp) 

6 

leaf 

11. 

‘Wandering  jew  (Zebrina  spp  or  Trades- 
cantia  spp) 

6 

leaf 

12. 

‘Rubber  tree  (Ficus  supp) 

6 

leaf 

* Houseplant 

Table  2 

Ages  of  children  and  type  of  plant  ingested 
Age 


ter,  yew  (Taxus  spp)  is  an  ornamental 

<12  months 

12-23  months 

> 23  months 

Total 

shrub,  and  nightshade  ( Solanum  spp) 

Houseplant 

95 

38 

19 

152 

and  pokeweed  (Phytolacca  americana 

Outdoor  plant 

11 

34 

85 

130 

L.)  are  common  weeds. 

Plant  not 

Two  nonspecific  categories,  unknown 

classified* 

4 

6 

11 

21 

berries  and  mushrooms,  accounted  for 

Total 

110 

78 

115 

303 

32  and  12  cases,  respectively.  The  term, 
unknown  berries,  probably  includes 
fruits  of  both  ornamental  and  weedy 
plants,  and  so  perhaps  some  instances 


* Stored  bulbs  or  seeds,  inedible  portions  of  fruits  or  vegetables,  and  plants  commonly  used 
both  indoors  and  out. 

Ages  were  unknown  in  22  cases. 


1981  1982 

Figure  1 Plant  ingestion  telephone  calls  by  month 
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of  yew,  nightshade,  or  pokeweed  inges- 
tion. 

The  data  obtained  was  anaylzed  ac- 
cording to  the  child’s  age  and  the  type 
of  plant  ingested  (Table  2).  For  22  cases 
the  age  was  not  recorded,  but  in  the  re- 
maining 303  children,  110  (36%)  were 
less  than  12  months  old,  78  (26%)  were 
12-23  months,  and  115  (38%)  were  older 
than  24  months.  Houseplants  were  re- 
sponsible for  86  percent  of  ingestions  in 
children  less  than  12  months  old,  49 
percent  between  12-23  months,  and  17 
percent  of  cases  24  months  or  older.  The 
balance  of  ingestions  involved  outdoor 
plants,  except  for  21  cases  which  could 
not  be  classified  either  as  house  or  out- 
door plants— for  example,  stored  bulbs 
or  seeds,  inedible  portions  of  fruits  and 
vegetables,  and  plants  commonly  used 
both  indoors  and  out. 

Only  three  percent  (10/325)  of  the  chil- 
dren who  ingested  plants  were  symp- 
tomatic (Table  3).  None  required  hospi- 
talization, except  a 16-year-old  boy  who 
experienced  hallucinations,  mydriasis, 
and  fever  after  ingestion  of  jimson-weed 
seeds  (Datura  stramonium  L.).  Other 
than  one  infant  who  choked  after  in- 
gesting chickory  (Cichorium  Intybus 
L.),  the  remaining  cases,  including  one 
other  involving  jimson-weed  seeds, 
demonstrated  only  local  symptoms  of 
buccal  mucosa  or  gastric  irritation.  All 
these  children  were  asymptomatic 
within  24  hours. 

Discussion 

The  problem  of  plant  ingestion  by 
children  can  be  perplexing  because  of 


the  diversity  of  plants  found  in  and 
around  the  home.  Two  facts,  however, 
tend  favorably  for  both  patient  and 
physician:  there  are  relatively  few 
symptomatic  cases,  and  most  inges- 
tions are  attributable  to  a small  number 
of  species. 

In  the  present  study  from  mostly  ru- 
ral parts  of  Pennsylvania,  telephone  in- 
quiries concerning  children  who  had  in- 
gested plants  revealed  that  only  three 
percent  of  cases  were  symptomatic  (Ta- 
ble 3).  Moreover,  42  percent  of  all  calls 
involved  only  a dozen  plants  (Table  1). 
Similarly,  Schilling,  et  al3  noted  569  sus- 
pected cases  of  plant  ingestions,  includ- 
ing adults,  in  the  Philadelphia  area. 
Eighteen  (3%)  were  symptomatic,  and 
11  plant  species  accounted  for  over  half 
of  the  total  ingestions.  Of  these  11 
plants,  nine  were  among  those  species 
most  often  noted  in  our  study:  the  other 
two  were  Begonia  spp  and  Ilex  spp 
(holly).  Within  a limited  geographical 
area,  therefore,  it  would  appear  that 
many  of  the  plant  ingestions  involve  a 
relatively  small  number  of  species.  In  a 
similar  study  from  southern  Florida, 
F awcett4  noted  385  plant  poisoning  tel- 
ephone calls,  including  adults.  Al- 
though the  number  of  symptomatic 
cases  was  not  included  in  that  report,  a 
total  of  12  plants  accounted  for  48%  of 
the  telephone  inquiries.  Of  these  12, 
only  one  (Philodendron  spp)  was  among 
the  most  frequently  cited  plants  in  our 
study,  reflecting  the  differences  be- 
tween the  flora  of  Pennsylvania  and 
Florida. 

Nationally,  the  ten  most  frequent 


Table  3 

Symptomatic  cases  of  plant  ingestion 


Date 

Plant 

Age 

Symptoms 

10/8/81 

Jimson-weed  (Datura 
stramonium  L.)  seeds 

16  years 

hallucinations, 
mydriasis,  fever 

12/15/81 

‘Dieffenbachia  spp 
leaf 

9 months 

vomiting 

3/31/82 

unknown  leaf 

6 months 

vomiting 

6/22/82 

unknown  berries 

6 years 

abdominal  pain 

7/7/82 

Chickory  (Cichorium  intybus  L.) 

9 months 

choking 

8/13/82 

* Chili  pepper  (Capsicum  spp) 

12  years 

mouth,  tongue  burning 

8/13/82 

'Caladium  spp  leaf 

3 years 

mouth  and  throat  burning 

8/18/82 

'Dieffenbachia  spp  leaf 

7 months 

mouth  irritation,  refused 
bottle,  generally  irritable 

8/19/82 

unknown  red  berries 

2 years 

mouth  burning 

9/27/82 

Jimson-weed  seeds 

1 6 years 

abdominal  pain 

* Houseplant. 


causes  of  plant  poisonings  in  children 
under  five  years,  as  noted  from  statis- 
tics compiled  in  1980,  were,  in  decreas- 
ing order,  Philodendron,  Dieffenbachia, 
jade  plant,  pokeweed,  yew,  schefflera, 
Swedish  ivy,  poinsettia,  holly  berries, 
and  woody  nightshade.1  Eight  of  these 
were  among  the  most  common  plants  in 
our  study  (Table  1),  and  one  ( Dieffen- 
bachia) was  responsible  for  two  of  our 
symptomatic  cases  (Table  3). 

The  age  of  the  child  is  an  important 
factor  in  determining  the  type  of  plant 
ingested  (Table  2).  Infants  less  them  one 
year  ingested  houseplants  almost  ex- 
clusively. With  increasing  age  of  the 
child,  however,  houseplants  were  re- 
sponsible for  relatively  fewer  cases,  as 
older  children  were  more  likely  to  ingest 
plants  found  outdoors.  Overall,  house- 
plants  constituted  about  one-half  of  the 
total  ingestions  in  this  study. 

Symptoms  occurred  in  ten  cases  (3%) 
in  our  series  (Table  3).  Only  one  required 
hospitalization,  a 16-year-old  boy  who 
ate  jimson-weed  seeds.  The  seeds  or 
leaves  of  this  plant,  ingested  for  their 
hallucinogenic  properties,  contain  the 
alkaloids  hyoscyamine,  atropine,  and 
hyoscine,  which  are  responsible  for  the 
anticholinergic  symptoms  in  these 
cases.56  ' Jimson-weed  intoxication  oc- 
curs mostly  in  the  fall,  when  the  seeds 
are  ripe.5  All  other  symptomatic  cases 
in  our  report  presented  with  only  local 
symptoms  of  gastric  or  oral  irritation. 

Despite  its  toxic  potential,8  Philoden- 
dron produced  no  symptoms  in  the  32 
children,  all  of  whom  were  less  than  one 
year  old,  who  ingested  it.  Similarly,  Na- 
tional Clearinghouse  statistics  for  1980 
showed  that  only  6 percent  (64/1047)  of 
Philodendron  ingestions  developed 
signs  or  symptoms.1 

Of  special  concern,  even  though  no 
symptoms  developed,  were  the  1 2 cases 
of  mushroom  ingestion  reported  in  our 
series.  Six  of  these  children  were  be- 
tween the  ages  of  two  and  three  years. 
Highly  toxic  mushrooms  can  be  found 
in  places  easily  accessible  to  children: 
lawns,  under  trees,  on  buried  or  fallen 
wood.9  Their  variability  in  appearance, 
as  well  as  the  existence  of  look-alike 
species,  precludes  accurate  identifica- 
tion in  many  instances,  except  by  expe- 
rienced persons.  Specific  identification 
can  be  important,  however,  because  pos- 
sible antidotes  are  known  for  some  of 
the  toxins.10  It  is  essential,  therefore,  to 
identify  the  mushroom  in  all  symptom- 
atic cases.  Botanists  or  mycologists 
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may  offer  assistance  in  these  situations. 

Ingestion  of  berries  is  a frequent  con- 
cern in  children.  Many  plants  which 
rely  on  animals  for  seed  dispersal  pro- 
duce small,  brightly-colored  fruits, 
which  also  may  attract  the  attention  of 
children.  The  majority  of  these  fruits 
are  not  highly  toxic.8  Our  data  indicate 
that,  in  Pennsylvania,  the  incidence  of 
berry  ingestions  in  children  peaks  in  the 
late  summer  and  early  autumn  months. 
Only  two  cases  were  symptomatic  (Ta- 
ble 3).  An  extensive  list  of  berries  and 
their  edibility,  compiled  by  Hardin  and 
Arena,  may  provide  guidance  in  these 
cases.8 

In  view  of  the  frequency  of  plant  in- 
gestions by  children,  pediatricians 
ought  to  be  familiar  with  some  of  the 
common  toxic  species.  This  task  is  less 
formidable  than  you  might  expect,  be- 
cause pediatric  ingestions  are  mostly 
limited  to  a small  subset  of  plants  that 
are  accessible  and  attractive  to  chil- 
dren: houseplants,  shrubs,  flowers,  and 
common  weeds.  By  knowing  the  toxic- 
ity of  these  types  of  plants,  you  may  be 
able  to  assess  the  severity  of  many  in- 
gestion cases.  Information  on  plant  poi- 
sonings can  be  obtained  from  local  poi- 
son control  centers,  which  sometimes 
publish  information  on  local  toxic  spe- 
cies. In  addition  to  providing  advice 
and  treatment  for  cases  of  plant  inges- 
tion, pediatricians  may  also  encourage 
parents  to  keep  only  nontoxic  plants 
around  the  home.  This  advice  may  be 
included  in  the  package  of  anticipatory 
guidance  given  to  all  parents.  A list  of 
nontoxic  species  is  useful  to  parents 
choosing  safe  plants  for  their  homes. 
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medical  feature 


Thyroid  cancer  and  TMI 

S.  W.  Berkheiser,  MD 


There  are  comparatively  few  long 
range  studies  of  cases  of  thyroid 
cancer  treated  in  the  average  commu- 
nity hospital.  With  few  exceptions, 
most  series  have  been  derived  from 
large  medical  centers,  where  patient 
sampling  may  not  be  entirely  represen- 
tative of  that  found  in  a general  commu- 
nity hospital.1 21 

This  retrospective  study  was  started 
with  dual  objectives:  to  determine  the 
nature  and  incidence  of  thyroid  tumors 
in  a typical  500  bed  community  hospi- 
tal; and  second,  to  obtain  a baseline  sur- 
vey of  the  incidence  of  thyroid  cancer 
before  and  after  the  accident  at  the 
Three  Mile  Island  (TMI)  nuclear  gener- 
ating plant  March  28,  1979. 

Since  the  incidence  of  neoplasia  or 
thyroid  cancer  following  low  level  irra- 
diation is  controversial,  it  seemed  ap- 
propriate to  obtain  a survey  in  a hospi- 
tal within  a 10  mile  radius  of  the  site  of 
the  TMI  nuclear  mishap. 

The  majority  of  patients  admitted  to 
this  hospital  are  drawn  from  an  area 
within  a 10  mile  radius  of  the  nuclear 
power  plant.  Annual  surveys  of  thyroid 
cancer  before  and  after  the  nuclear  acci- 
dent may  provide  information  for  fu- 
ture comparisons. 

Methods 

During  the  11  year  period  from  1974 
to  1984  inclusive,  526  patients  had  un- 
dergone thyroidectomy.  Review  of  these 
cases  disclosed  63  instances  of  thyroid 


cancer,  comprising  an  overall  incidence 
of  12  percent. 

Cases  with  inadequate  material  to 
permit  accurate  histologic  classification 
were  excluded.  The  age  of  the  patients 
ranged  from  17  to  86  years,  with  an  av- 
erage age  of  53  years.  Forty  three  of  the 
group  were  women,  and  20  men.  A prior 
history  of  irradiation  of  the  head  or 
neck  was  not  obtained  in  any  of  the  pa- 
tients with  thyroid  tumors. 

Results 

The  incidence  of  thyroid  cancer  over 
the  11  year  period  is  shown  in  Table  1. 
The  table  compares  the  incidence  prior 
to  the  1979  TMI  unit  two  accident  with 
the  5 years  following  the  event.  No  sig- 
nificant difference  was  found. 

The  various  histologic  types  of  thy- 
roid cancer  for  this  period  are  summa- 
rized in  Table  2. 

The  chief  morphologic  features  asso- 
ciated with  the  series  of  thyroid  cancers 
are  shown  in  Table  3.  The  tumors  oc- 
curred as  single  nodules  in  44.4%  of  the 
cases,  and  about  27%  were  found  as  oc- 
cult lesions.  Approximately  13%  of  the 
tumors  were  associated  with  a nontoxic 
nodular  goiter,  and  about  16%  with  ei- 
ther a Hashimoto  type  chronic  thyroidi- 
tis, or  a toxic  nodular  goiter. 

Comment 

The  overall  incidence  of  12  percent 
thyroid  cancers  in  526  thyroidectomies 
is  comparable  to  the  10  percent  inci- 


Table 1 

Annual  incidence  of  thyroid  cancer  before  and  after  the  TMI  incident 

Number  of  cases  Percent  of  Number  of  annual  Percent  of 
Year  of  thyroid  cancer  total  cases  admissions  admissions 


1974 

3 

4.8 

18,181 

0.017 

1975 

9 

14.3 

16,957 

0.053 

1976 

4 

6.4 

16,010 

0.025 

1977 

9 

14.3 

15,948 

0 056 

1978 

6 

9.5 

15,487 

0.039 

1979 

6 

9.5 

15,654 

0.038 

1980 

6 

9.5 

16,119 

0.037 

1981 

4 

6.4 

15,614 

0.026 

1982 

7 

11.0 

15,913 

0.044 

1983 

4 

6.4 

15,136 

0.026 

1984 

5 

7.9 

15,245 

0.033 

dence  reported  in  a similar  general  hos- 
pital series,  and  a 7.3  percent  rate  noted 
from  large  metropolitan  centers.4,5 

The  predominance  of  papillary,  and 
mixed  papillary  and  follicular  tumors— 
occurring  in  about  65  percent  of  the 
cases— is  not  unusual.  The  incidence  of 
other  histologic  types,  follicular  and  un- 
differentiated carcinomas,  varies  from 
3.2  to  12.7  percent,  and  also  is  compara- 
ble. 

The  9.5  percent  incidence  of  medul- 
lary carcinoma  is  somewhat  higher  than 
the  3.0  to  3.5  percent  rate  noted  in 
larger  series.2 1 The  variation  may  be 
the  result  of  slight  differences  in  classi- 
fication, and  possibly  geographic  loca- 
tion. 

The  association  of  thyroid  tumors 
and  prior  irradiation  of  the  head  and 
neck  region  has  been  well  documented 
and  the  subject  of  numerous  re- 

, 7.8.9.10 

ports. 

The  relationship  between  atomic  ex- 
posure and  radioactive  fallout  and  the 
subsequent  development  of  leukemia 
and  thyroid  cancer  also  has  been  em- 
phasized.1112  Thyroid  carcinogenesis 
has  been  associated  with  high  levels  of 
irradiation  and  appears  to  be  directly 
related  to  dose.1012  A similar  relation- 
ship between  dosage  and  eventual  de- 
velopment of  thyroid  cancer  was  noted 
in  patients  who  previously  received  irra- 
diation of  the  head  and  neck.9 

The  evidence  suggests  a direct  rela- 
tionship between  the  amount  of  irradia- 
tion and  the  development  of  thyroid 
cancer  with  an  average  exposure  rang- 
ing from  200  to  500  R.7  Doses  higher 
than  1500  R tend  to  destroy  the  thyroid 
resulting  in  hypothyroidism  rather 
than  neoplasia.10 11  More  recent  studies 
also  indicate  a positive  correlation  be- 
tween prior  irradiation  to  the  head  and 
neck  region  and  the  development  of  thy- 
roid cancer  and  hyperparathyroidism.14 

The  long  term  effects,  or  the  latent 
period  between  exposure  to  low  levels  of 
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radioactive  fallout  (such  as  those  that 
occurred  during  the  TMI  mishap)  and 
the  development  of  thyroid  cancer  are 
more  difficult  to  establish. 

Primarily  because  of  problems  with 
monitor  locations,  it  is  doubtful  that  ac- 
curate determinations  of  the  amount 
and  type  of  radioactivity  released  fol- 
lowing the  TMI  incident  can  be  made. 
Most  of  the  estimates  of  radioactive  re- 
leases were  based  on  indirect  or  retro- 
spective calculations  at  the  various 
sites. 

The  principal  radioactive  materials 
released  to  the  environment  following 
the  1979  accident  were  the  noble 
gases— primarily  krypton,  xenon,  and 
radioactive  iodine,  mainly  133I,  and 
‘si I.iS'ie  The  special  inquiry  group  of  the 
Nuclear  Regulatory  Commission  (NRC) 
found  the  maximum  probable  dose  to 
an  individual  offsite  to  be  less  than  100 
mrem,  while  the  average  offsite  dose 
was  estimated  to  be  1.4  mrem  within  a 
50  mile  radius  of  the  TMI  site.15  These 
figures  were  based  on  events  occurring 
at  TMI  unit  two  from  March  28  to  April 
7,  1979.  These  estimates  agree  with  the 
report  for  offsite  dosage  of  the  Gover- 
nor’s Commission  on  TMI.17  The  com- 
mission also  established  the  maximum 
dose  for  an  individual  offsite,  located 
1.1  miles  north-northwest  of  the  plant 
site  to  be  37  mrem.  These  levels  are  well 
below  the  annual  estimate  of  100  mrem 
of  background  radiation  for  the  TMI 
area. 


Table  2 

Summary  of  histologic  features  of  thyroid  cancer 
(1974-1984) 


Histologic  type 

Number  of  cases 

Percent  of  total 

Papillary  carcinoma 

39 

61.9 

Follicular  carcinoma* 

8 

12.7 

Medullary  carcinoma 

6 

9.5 

Mixed  papillary  and 
follicular  carcinoma 

3 

4.8 

Undifferentiated  carcinoma 

2 

3.2 

Miscellaneous  (lymphoma, 
unclassified) 

5 

7.9 

* Includes  3 cases  of  oxyphil  carcinomas  (Hurthle  cell  carcinoma) 
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Table  3 

Associated  pathologic  features  of  63  cases  of  thyroid  cancer 


Number  Percent 

Pathologic  findings  of  cases  of  total 


Associated  with 

single  nodule 

28 

44.4 

Nontoxic  nodular  goiter 

8 

12.7 

Occult  carcinoma* 

17 

27.0 

Hashimoto  thyroiditis,  or 

toxic  nodular  goiter 

10 

15.9 

* Tumor  1.5  cm  or  less  in  size 


According  to  the  NRC  report  the  risk 
of  developing  fatal  cancer  as  a result  of 
the  TMI  incident  is  exceedingly  small, 
projected  to  be  less  than  1 in  100,000 
for  an  individual  receiving  the  maxi- 
mum probable  dose  offsite  (less  than 
100  mrem).15 

Most  workers  agree  that  the  dose  of 
low  level  irradiation  or  radioactive  fall- 
out to  produce  genetic  or  long  term  ef- 
fects is  uncertain.  Radiation  of  this 
level  is  certainly  not  comparable  to 
atomic  radioactive  fallout  or  that  pro- 
duced by  irradiation  of  the  head  and 
neck  region. 

In  spite  of  the  unfortunate  TMI  acci- 
dent, the  event  may  provide  future 
information  relative  to  low  level  irradia- 
tion and  subsequent  thyroid  carcino- 
genesis. 

Since  the  clean  up  of  the  TMI  unit 
two  is  far  from  complete  at  present,  the 
possibility  of  additional  contamination 
and  release  of  radioactive  material  ex- 
ists. It  may  be  of  some  importance  to 
make  future  comparative  studies  to  de- 
termine whether  the  incidence  of  thy- 
roid cancer  is  a qualitative  index  of  low 
level  radioactivity.  The  present  study 
found  no  appreciable  difference  in  the 
incidence  of  thyroid  cancer  for  the  five 
years  following  the  TMI  incident.  □ 
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Rabies  in  Pennsylvania 


R.  F.  Kunkle,  MD,  FACEP 

Rabies  is  a viral  infection  of  the  ner- 
vous system  which,  until  recently, 
had  decreased  markedly  in  Pennsylva- 
nia and  the  United  States.  During  the 
last  two  years  there  has  been  a dra- 
matic increase  in  animal  rabies,  local- 
ized to  the  Pennsylvania,  Maryland, 
and  Virginia  area. 

Rabies  is  widespread  in  the  U.S.  and 
most  parts  of  the  world.  Hawaii  is  the 
only  U.S.  state  consistently  free  of  the 
virus.  The  United  States  witnessed  a 
marked  decrease  in  rabies  over  the  last 
30  years.  During  the  1940s  cases  of  hu- 
man rabies  averaged  40  per  year.  Dur- 


ing the  1960-70s,  cases  decreased  to  2 
per  year.1 

However,  in  Pennsylvania  over  the 
last  two  years,  there  has  been  a marked 
increase  in  the  number  of  rabies  cases. 
This  has  occurred  primarily  in  the  south 
central  counties  of  Bedford,  Fulton, 
Huntingdon,  Cumberland,  and  Adams. 
The  outbreak  appears  to  be  moving 
slowly  northward  and  westward  and  it 
appears  that  the  epizootic  has  entered 
Somerset  County.  In  1979  there  were 
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approximately  30  cases  of  animal  rabies 
in  Pennsylvania.  In  1984  there  were  381 
cases. 

In  Pennsylvania  the  primary  carriers 
of  the  virus  appear  to  be  raccoons,  bats, 
skunks,  and  foxes,  with  approximately 
75  percent  of  all  cases  occurring  in  the 
raccoon  population.  This  apparently  oc- 
curred as  the  result  of  importation  of  in- 
fected raccoons  from  Georgia  to  Vir- 
ginia several  years  ago  by  certain 
sportsmen’s  groups.  Virus  typing  ap- 
pears to  confirm  identity  with  known 
strains  from  Georgia  and  dissimilarity 
with  endemic  strains  of  rabies  virus. 
This  virus  seems  to  be  particularly  viru- 
lent, and  species  which  are  normally  not 
infected  with  rabies  are  becoming  in- 
fected in  the  current  epidemic.  Specifi- 
cally squirrels,  flying  squirrels,  and 
ground  hogs  also  have  been  infected  in 
the  current  Pennsylvania  outbreak. 

One  of  the  areas  of  major  concern 
must  be  the  potential  transmission  to 
humans  as  a result  of  the  current  epizo- 
otic. Although  there  have  been  no  docu- 
mented cases  of  human  rabies  directly 
linked  to  this  outbreak,  the  risk  to 
hunters,  trappers,  forest  service  person- 
nel, and  those  individuals  keeping  wild 
animals  as  pets  must  be  significant.*  It 
is  important  to  advise  patients  to  keep 
immunizations  current  on  all  pets,  not 
to  keep  any  wild  animals  as  pets,  to  use 
extreme  caution  and  proper  protective 
clothing  and  gloves  while  skinning  or 
cleaning  animals,  and  to  consider  pre- 
exposure rabies  prophylaxis  in  certain 
high  risk  cases.3  It  should  be  strongly 
reinforced  that  there  is  NO  current  vac- 
cine available  to  immunize  wild  animals 
against  rabies.  It  should  be  equally 
stressed  that  the  shedding  time  (that 


'The  Williamsport  boy  who  died  of  rabies  last  fall  had  no 
history  of  exposure  to  a rabid  animal  or  of  travel  outside 
Lycoming  County.  No  animal  rabies  has  been  diagnosed  in 
Lycoming  County  since  a bat  in  1978.  Lycoming  County  ' 
remains  free  of  rabies,  and  the  boy 's  death  is  not  connected 
with  the  mid-Atlantic  raccoon  rabies  epizootic,  with  which 
no  case  of  human  rabies  has  been  associated  to  date. 
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period,  beginning  prior  to  clinical  onset 
of  disease,  in  which  rabies  virus  may  be 
transmitted  via  saliva,  contaminated 
bites,  or  licks)  is  unknown  in  wild  ani- 
mals. Therefore  the  old  adage  to, 
“watch  the  animal  for  10  days  and  if  it 
is  healthy  it  is  OK”,  applies  only  to 
dogs  and  cats  (shedding  time  known) 
and  NOT  to  any  other  animal. 

The  early  presenting  symptoms  in  hu- 
man rabies  are  nonspecific.  This  often 
results  in  delayed  diagnosis,  unless  a 
very  high  index  of  suspicion  is  main- 
tained. In  a recent  review  of  38  cases  of 
human  rabies  in  the  U.S.,  8 of  38  cases 
or  21  percent  were  not  diagnosed  until 
post  mortem.  This  simply  reflects  the 
nonspecific  nature  of  the  presenting 
complaints.1  The  mean  incubation  pe- 
riod for  human  rabies  appears  to  be  64 
days  with  a range  of  12  to  701  days.1 
The  incubation  period  in  the  majority  of 
cases  appears  to  be  3-8  weeks  following 
exposure.4  The  incubation  appears  to  be 
greater  than  6 months  in  about  10  per- 
cent of  cases.2 

The  first  symptoms  of  rabies  include 
fever,  malaise,  headache,  gastrointesti- 
nal and  upper  respiratory  symptoms, 
subtle  changes  in  mental  status  and  ex- 
citement or  agitation.  Most  patients 
had  temperatures  of  37.8°C  or  higher. 
Patients  were  admitted  to  hospitals  on 
an  average  of  4.4  days  after  onset  of  ini- 
tial symptoms  (range  7-10  days).  In 
only  18  percent  of  cases  was  the  diagno- 
sis of  rabies  considered  on  initial  admis- 
sion to  the  hospital.  Sixty-three  percent 
of  patients  had  the  diagnosis  consid- 
ered by  the  4th  day  of  hospitalization. 
Definite  exposure  history  was  obtained 
in  34  percent  of  cases  and  was  particu- 
larly helpful  in  diagnosis.  Difficulty 
swallowing  (present  in  63  percent  of 
cases),  paralysis  or  weakness  (present  in 
63  percent  of  cases)  and  hypersalivation 
(present  in  31  percent  of  cases)  all  as- 
sisted in  diagnosis  when  present.  The 
two  classic  signs  of  rabies:  pain  or  par- 
esthesia at  the  exposure  site  and  hydro 
or  aerophobia  (present  in  50  percent  and 
31  percent  of  cases  respectively)  were 
inconsistently  present  and  could  not  be 
relied  upon  to  confirm  the  diagnosis. 
However,  when  present  they  were  reli- 
able indicators  of  disease.1 

Routine  laboratory  tests  were  not 
helpful.  CSF  examination  was  nonspe- 
cific except  for  mild  increases  in  leuko- 
cytes and  protein.  Detection  of  circulat- 


ing antibodies  among  unvaccinated 
patients  was  most  successful.  The  earli- 
est it  was  detected  was  day  6 after  ini- 
tial symptoms.  The  latest  it  was  nega- 
tive was  day  12.  The  titer  of  antibodies 
in  CSF  was  lower  than  in  the  serum  by 
a factor  of  2 to  4 and  became  positive  at 
a later  date.1 

Viral  isolation  is  the  test  likeliest  to 
be  positive  early  in  the  course,  however, 
they  generally  require  2 weeks  to  iso- 
late. Immunofluorescence  for  rabies  an- 
tigen in  corneal  impressions  and  neck 
skin  biopsies  is  occasionally  helpful, 
however  they  do  not  appear  to  be  posi- 
tive earlier  than  serum  antibody  rise.1 

The  mean  duration  of  illness  is  17.8 
days.  However,  institution  of  intensive 
care  clearly  altered  the  clinical  course: 
mean  duration  7.3  days  (range  2-13 
days)  without  intensive  care  vs.  mean 
duration  25.3  days  (range  7-133  days) 
with  intensive  care.  The  two  survivors 
of  rabies  virus  infection  received  vac- 
cine before  clinical  onset  of  disease  and 
received  intensive  care  during  their  ill- 
ness. Although  there  is  animal  study 
evidence  that  antiviral  therapy  insti- 
tuted after  clinical  onset  of  disease  (in- 
terferon, cytarabine,  antirabies  serum) 
may  be  useful,  this  report  of  38  cases 
does  not  support  these  findings  in 
man.4 1 

Prevention  is  currently  the  most  reli- 
able means  of  managing  rabies.5  This 
includes  maintaining  current  immuniza- 
tions on  all  pet  dogs  and  cats,  immedi- 
ate quarantine  of  possibly  exposed,  un- 
vaccinated animals  under  veterinary 
control,  reduction  of  ferrel  dog  and  cat 
populations,  using  extreme  caution  in 
contacting  susceptible  wild  animal  pop- 
ulations, strongly  discouraging  keeping 
wild  animals  as  pets,  selective,  pre- 
exposure prophylaxis  and  appropriate 
post  exposure  prophylaxis.  Currently 
available  Human  Rabies  Immune  Glob- 
ulin and  Human  Diploid  Cell  Rabies 
Vaccine  have  greatly  improved  the  pro- 
phylaxis of  the  disease,  since  the  new 
vaccine  is  much  more  immunogenic  and 
has  resulted  in  no  serious  permanent 
neurological  reactions.3 

Current  recommendations1  are  that 
the  local  wound  be  immediately  and 
thoroughly  washed  with  soap  and  water 
and  perhaps  Vioo  aqueous  solution  of 
Zephiran  (benzalkonium  chloride,  Win- 
throp).4  Tetanus  prophylaxis  as  appro- 
priate should  be  provided.  If  the  offend- 


ing animal  is  a dog  or  cat  and  can  be 
observed  for  10  days  and  the  suspicion 
for  rabies  is  low,  post  exposure  prophy- 
laxis may  be  withheld  until  signs  of  ra- 
bies develop  in  the  animal.  If  the  offend- 
ing animal  is  a wild  animal,  it  must  be 
destroyed  and  examined  for  rabies.  The 
specimen  should  be  preserved  by  refrig- 
eration but  not  freezing,  and  referred  to 
an  appropriate  facility.  If  the  animal  is 
unavailable  for  observation  or  examina- 
tion, the  decision  to  treat  must  be  care- 
fully weighed,  preferably  after  consulta- 
tion with  a public  health  physician, 
health  department  epidemiologist,  or 
the  Centers  for  Disease  Control. 

In  the  event  post  exposure  prophy- 
laxis is  indicated,  it  should  consist  of 
Human  Rabies  Immune  Globulin  ad- 
ministered only  once  at  the  beginning  of 
the  rabies  prophylaxis.  The  dosage  is  20 
Int.  Units  per  Kg,  V2  administered  into 
the  wound  site  if  possible,  and  V2  given 
intramuscularly,  (not  at  the  same  site  as 
the  rabies  vaccine  and  not  mixed  with 
the  vaccine). 

The  vaccine  to  be  used  is  Human  Dip- 
loid Cell  Vaccine.  It  is  administered  in- 
tramuscularly at  separate  sites  on  days 

0.  3,  7,  14,  and  28.  Reactions  to  the  vac- 
cine are  generally  mild  and  not  of  a seri- 
ous nature.  Pre-exposure  vaccination 
regimens  are  available  and  one  may  re- 
fer to  the  literature  for  these  programs. 

In  summary,  a rabies  epizootic  is 
present  in  the  south  central  counties  of 
Pennsylvania.  Rabies  appears  to  be  in- 
fecting primarily  raccoons  and  other 
wild  animals,  such  as  skunks,  bats,  and 
foxes  in  these  areas,  although  other  ani- 
mals generally  felt  to  be  resistant  to 
“wild”  rabies  have  been  infected.  The 
clinical  diagnosis  of  rabies  is  often  de- 
layed by  its  nonspecific  presentation 
and  the  classic  signs  of  paresthesia  at 
the  wound  site  and  hydrophobia  Eire  not 
universally  present.  Prevention  is  the 
only  effective  treatment  and  must  be  in- 
stituted promptly  and  in  consultation 
with  the  regional  public  health  physi- 
cian or  other  knowledgeable  individ- 
ual. □ 
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legal  counsel  reports 


Eligibility  for  clinical  privileges  and  staff 
membership  in  Pennsylvania  hospitals 

Elizabeth  B.  Metz,  Esq. 

. . despite  the  revisions  to  the  JCAH  medical  staff 
standards,  the  role  a nonphysician  health  professional 
may  play  in  a Pennsylvania  hospital  essentially  remains 
unchanged.  The  status  quo  has  been  maintained 
because  Pennsylvania  law  continues  to  parallel  the 
more  restrictive  former  standards/ 


The  Joint  Commission  on  Accredita- 
tion of  Hospitals  (JCAH)  imple- 
mented new  medical  staff  standards  on 
January  1 of  this  year.'  The  new  stan- 
dards change  the  eligibility  criteria  for 
clinical  privileges  and  medical  staff 
membership.  Under  the  former  stan- 
dards/ clinical  privileges  were  limited 
to  physicians  (doctors  of  medicine  and 
osteopathic  medicine),  dentists,  and  po- 
diatrists,' and  medical  staff  member- 
ship was  confined  to  physicians  and 
dentists.* 2 3 4  The  new  standards  are  less  re- 
strictive. 

Under  the  new  standards,  a hospital 
may  grant  clinical  privileges  to  any 
health  care  professional  who  is  permit- 
ted by  state  law  to  provide  patient  care 
services  independently  in  the  hospital.5 
Independently  is  defined  as  without  di- 
rection or  supervision.6  The  new  stan- 
dards permit  a hospital  to  bestow  medi- 
cal staff  membership  upon  physicians 
and  any  other  licensed  health  care  pro- 
fessionals eligible  for  clinical  privileges 
under  state  law  who  are  granted  clinical 
privileges  by  the  hospital.7 

The  new  standards  have  been  per- 
ceived as  expanding  the  classes  of 
health  care  professionals  eligible  for 
clinical  privileges  and  medical  staff 
membership.  However,  despite  the  revi- 
sions to  the  JCAH  medical  staff  stan- 
dards, the  role  a nonphysician  health 
professional  may  play  in  a Pennsylva- 
nia hospital  essentially  remains  un- 
changed. The  status  quo  has  been  main- 
tained because  Pennsylvania  law 
continues  to  parallel  the  more  restric- 
tive former  standards. 

The  pertinent  Pennsylvania  law  is 
found  in  the  hospital  regulations 
promulgated  by  the  Department  of 
Health.8  Those  regulations  do  not  au- 


thorize a hospital  to  grant  clinical  privi- 
leges to  any  health  care  professional  ex- 
cept a physician,  dentist,  or  podiatrist,9 0 * 
and  they  bar  a hospital  from  admitting 
to  its  medical  staff  any  health  care  pro- 
fessional other  than  a physician  or  den- 
tist."' A hospital  must  comply  with  the 
hospital  regulations  unless  it  obtains  an 
exception  from  the  Department  of 
Health." 

Last  year,  the  Pennsylvania  Podiatry 
Association  requested  the  Department 
of  Health  to  amend  the  hospital  regula- 
tions to  authorize  a hospital  to  have  po- 
diatrists on  its  medical  staff.  The  de- 
partment has,  to  date,  declined  to  adopt 
the  requested  amendment.  However,  in 
the  past,  the  department  has  permitted 
a significant  number  of  hospitals  to 
have  podiatrists  on  their  medical  staffs. 
The  department  apparently  has 
granted  such  permission  rather  rou- 
tinely and  can  be  expected  to  do  so  in 
the  future.  The  policy  of  PMS  is  that 
the  present  definition  of  “medical  staff” 
be  maintained. 

The  antitrust  consultant  to  PMS  has 
advised  that,  as  a general  rule,  when  a 
hospital  receives  an  application  from  an 
ineligible  applicant,  the  hospital  has  no 
affirmative  duty  to  apply  for  the  excep- 
tion and  may  reject  the  application 
without  further  consideration.12  That 
rule  might  not  apply,  however,  in  cases 
where  podiatrists  seek  medical  staff 
membership.  In  such  cases,  the  hospital 
should  not  rely  on  the  hospital  regula- 
tions as  a basis  for  rejecting  the  applica- 
tion, unless  the  hospital  has  applied  for 
an  exception  and  the  Department  of 


The  author  is  assistant  general  counsel  for 
the  Pennsylvania  Medical  Society. 


Health  has  rejected  the  request. 

The  PMS  legal  staff  has  drafted  an 
opinion  which  discusses  the  foregoing 
in  more  detail.13  Copies  of  the  opinion 
can  be  obtained  by  contacting  Eliza- 
beth B.  Metz,  PMS,  20  Erford  Road, 
Lemoyne,  PA  17043,  (717)  763-7151. 
This  article  should  not  be  construed  as 
legal  advice.  A hospital  should  always 
consult  an  attorney  experienced  in  anti- 
trust law  before  it  rejects  an  application 
for  clinical  privileges  or  medical  staff 
membership  based  upon  the  applicant’s 
professional  classification.  □ 


'JCAH,  Hospital  Accreditation  Manual,  1985,  73-88 
(19841. 

2JCAH,  Hospital  Accreditation  Manual,  1984,  89-104 
(1983). 

3 See  id.  at  91-93,  214  (note  definitions  of  physician  and 
practitioner). 

4Id  at  89. 

5 Hospital  Accreditation  Manual,  1985,  at  79-80. 

6Id  at  73  n.t. 

7Id  at  73. 

*28  Pa.  Admin.  Code  §§101.1-155.8  (Fry  1985).  The  hos- 
pital regulations  apply  to  all  special  and  general  hospitals 
located  in  the  Commonwealth  except  those  operated  by 
the  federal  government.  Id  at  § 101 .3.  The  hospital  regula- 
tions do  not  apply  to  psychiatric  hospitals. 

'See  id.  at  §§101.4  (note  definitions  of  physician  and 
practitioner)  107.2,  107.3. 

l0Id  at  107.2. 

1]Id  at  §101.11  (exception  provision).  A hospital  which 
fails  to  satisfy  the  hospital  regulations  risks  failing  to  ob- 
tain the  license  it  must  have  in  order  to  operate,  revoca- 
tion, or  reduction  of  its  license  to  operate,  appointment  of 
a master  to  bring  it  into  compliance,  potentially  costly  le- 
gal actions  to  force  it  into  compliance,  withholding  of  state 
funds,  as  well  as  civil  penalties.  See  generally  Health  Care 
Facilities  Act,  Pa.  Stat.  Ann.,  tit.  35,  §§448.801-448.820 
(Purdon  1977);  28  Pa.  Admin.  Code  at  §§101.91-101.143. 

12PMS‘s  antitrust  consultant  cannot  guarantee  that  a 
court  will  agree  with  his  analysis.  Consequently,  a hospital 
should  not  assume  there  is  no  antitrust  risk  involved.  At 
best,  the  most  which  can  be  said  is  that  the  risk  is  minimal. 

Pennsylvania  Medical  Society,  Eligibility  for  Medical 
Staff  Membership,  Clinical  Privileges,  and  Clinical  Duties 
in  Pennsylvania  Hospitals:  A General  Overview  (1984). 
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well  being. 

YOU  NEED  MORE  INSURANCE  PROTECTION  than  is  afforded  by  your 
basic  policy  and  Act  111.  And  we're  prepared  to  provide  it  for  you.  Here's 
what  we  offer  . . . 

• 51,000,000  additional  limits  . . . excess  over  your  basic  policy 
and  Act  111. 

• Broadest  protection  available  . . . combined  “claims  made"  and 
“occurrence”  coverage.  If  Act  111  responds,  we  respond. 

• Affordable  . . . level  annual  premium  ...  no  hidden  charges. 

• Protection  by  a major  American  insurance  company. 

• Reinsurance  by  Lloyds  of  London  and  Companies. 

• Fast,  professional  claims  service. 

Send  the  coupon  below  or  phone  us  for  information  and 
an  application. 


ADMINISTRATOR  T 

MEXKNDER  ! 

kGENCY  INC.  | 

INSURANCE  WORLD-WIDE  SINCE  1853 

Roosevelt  Building 

Sixth  Street  & Penn  Avenue 

Pittsburgh,  PA  15222 

Phone  412/261-5800 


— — 1 

Send  information  and  application  for  SI, 000.000  excess 
professional  liability  insurance  coverage  to: 

Name 

Address 

City State Zip 

Phone 

Mail  to:  Alexander  Agency,  Inc. 

Roosevelt  Building 
Sixth  Street  & Penn  Avenue 
Pittsburgh,  PA  15222 


capital  commentary 


Legislative  process,  medical  practice  interface 


Using  a form  designed  to  provide  an 
open  discussion  between  physicians 
and  members  of  the  General  Assembly, 
the  Pennsylvania  Medical  Society  held 
its  first  legislator/physician  seminar  on 
March  9 and  10  at  the  Hershey  Hotel. 
The  Pennsylvania  Medical  Political 
Action  Committee  (PaMPAC)  and  the 
PMS  Council  on  Legislation  were  co- 
sponsors. 

Panel  discussions  highlighted  health 
care  cost  containment,  the  sunset  of  the 
State  Board  of  Medical  Education  and 
Licensure  and  other  health  profession 
boards,  the  cost  of  professional  liability 
insurance,  and  the  budgeting  process 
for  state  government. 

Over  50  representatives  from  the 
PMS  Board  of  Trustees,  PMS  Aux- 
iliary, Council  on  Legislation,  and 
PaMPAC  Board  of  Directors  partici- 
pated. Fifteen  state  legislative  leaders, 
including  committee  chairmen  and  key 
staff  members  took  part  in  the  seminar. 

Senator  Joseph  M.  Rocks  of  Philadel- 
phia, who  was  a panel  participant,  said 
“This  type  of  program  certainly  pro- 
vided us  in  the  legislature  with  an  op- 
portunity for  a give-and-take  session  on 
issues  which  will  appear  on  our  legisla- 
tive agenda.  The  seminar  was  most  in- 
formative and  valuable.” 


R.  William  Alexander,  MD,  president  elect  of  PMS,  is  shown,  above  left,  with  John  Y. 
Templeton  III,  MD,  PMS  immediate  past  president,  James  F.  Mundy,  Esq.,  and  Thomas  J. 
Kardish,  MD. 


Robert  N.  Moyers,  MD,  of  Crawford  County,  above  left,  discusses  the  session  with  R. 
Robert  Tyson,  MD,  PMS  vice  president;  Senator  Joseph  M.  Rocks,  Philadelphia;  and 
Gerald  L.  Andriole,  MD,  Luzerne  County. 


PMS  President  D.  Ernest  Witt,  MD,  of  Columbia  County,  and  Rep- 
resentative Donald  W.  Dorr,  York,  discuss  revisions  in  the  Medi- 
cal Practice  Act. 


1985  legislative  priorities  were  addressed  by  Representative  Ivan 
Itkin  of  Allegheny  County  and  Senator  John  Stauffer  of  Chester 
County. 
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Donald  G.  Ferguson,  MD,  left,  and  Senator  D.  Michael  Fisher, 
both  of  Allegheny  County,  exchange  ideas. 


Senator  James  E.  Ross  and  John  Boal,  MD,  both  of  Beaver 
County,  listen  with  interest  to  a panel  discussion. 


Panel  participants  Walter  M.  Greissinger, 
MD,  Pittsburgh,  and  James  Redmond,  of 
the  Hospital  Association  of  Pennsylvania, 
exchange  ideas. 


Senator  John  J.  Shumaker,  Dauphin 
County,  spoke  on  the  sunset  of  the  State 
Board  of  Medical  Education  and  Licen- 
sure. 


Robert  D.  Reinecke,  MD,  of  Philadelphia, 
chairman  of  the  Society’s  Task  Force  on 
the  Medical  Practice  Act,  discussed  sunset 
hearings  then  in  progress. 


Representative  Mary  Ann  Arty  discusses  the  seminar  with  Mrs.  John  Lawrence,  John  W. 
Lawrence,  MD,  and  Thomas  Arty.  All  are  from  Delaware  County. 


John  F.  Rineman,  PMS  executive  vice  president,  is  shown  at  left  leading  the  pane!  discus- 
sion on  cost  containment.  With  him  are  Senator  Joseph  M.  Rocks  of  Philadelphia,  and 
R.  William  Alexander,  MD,  PMS  president  elect. 


Representative  James  C.  Greenwood,  Bucks  County,  is  shown,  above  left,  with  Mrs. 
Greenwood  and  Thomas  J.  Kardish,  MD,  of  Bucks  County,  PaMPAC  chairman. 
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new  members 


ALLEGHENY  COUNTY 

Marcia  Angiulli.  914  St.  James  Street,  Pittsburgh  15232 

Gregory  J Argyros,  1132  Mellon  Street,  Apt  1.  Pittsburgh  15206 

Patricia  A Carneval,  604  Filbert  Street,  Pittsburgh  15232 

John  M Cho,  3444  Ward  Street,  Apt  10  1/2,  Pittsburgh  15213 

Seth  G Derman,  120  Ruskin  Avenue,  Apt  123,  Pittsburgh  15213 

Nalini  N.  Doshi,  MD,  Clinical  Pathology,  West  Penn  Hospital,  Pittsburgh  15224 

Brian  E.  Emery,  286  N Bellefield  St.,  Apt  3.  Pittsburgh  15213 

Mark  J.  Fuoss,  1270  N Negley  Avenue,  Pittsburgh  15206 

Diane  C Greer,  514  N Neville  Street.  Pittsburgh  15213 

J Jeffrey  Gribb,  120  Ruskin  Avenue,  #407,  Pittsburgh  15213 

Karen  A Guckert,  620  Summerlea  Street,  Pittsburgh  15232 

Mark  L Hoch,  5922  Douglas  Street,  Pittsburgh  15217 

Lynette  Holmes,  7839  Mark  Drive,  Verona  15147 

Joseph  E Huwe  Jr , 120  Ruskin  Ave  , Apt  611,  Pittsburgh  15213 

Elaine  M Hylek,  267  Parker  Drive,  Pittsburgh  15216 

Neil  F Jones,  MD,  1117  Scaife  Hall.  Pittsburgh  15261 

Barry  L Judd,  MD,  5508  Elmer  Street,  Apt  #9.  Pittsburgh  15232 

Ruth  P Kane,  MD,  Child  Psychiatry,  3312  Dawson  Street,  Pittsburgh  15213 

Jill  A Kastenek,  MD,  One  Gilkey  Drive,  Mars  16046 

Lawrence  D Madden,  434  S.  Fairmount,  Apt  3,  Pittsburgh  15232 

Marian  A.  Madden,  922  Savannah  Avenue,  Pittsburgh  15221 

Gail  M Marx,  98  S.  19th  Street,  Pittsburgh  15203 

John  D.  McAllister,  II,  1219  Macon  Street,  Pittsburgh  15218 

Lillian  A.  Ochoco-Cavanaugh,  MD,  Internal  Medicine,  3421  Cramlington  Drive,  Gibsonia 
15044 

Michael  B Patterson,  MD,  Internal  Medicine,  1307  Allegheny  Avenue,  Pittsburgh  15233 
Andrew  B Peitzman,  MD.  General  Surgery.  1087  Scaife  Hall,  Dept  of  Sur , University  of 
Pittsburgh,  Pittsburgh  15261 
Marybeth  Pope,  5721  Walnut  Street,  Pittsburgh  15232 
Joseph  W.  Pullekines,  4630  Centre  Avenue.  Pittsburgh  15213 
Barbara  A Schuchert,  333  Morewood  Ave  , Apt  5.  Pittsburgh  15213 
William  G.  Sharra,  4313  Trouthaven  Drive,  Murrysville  15668 
Jeffrey  L Singer.  120  Ruskin  Ave  , Apt  622,  Pittsburgh  15213 
Tejinder  P.  Singh,  218  N Craig  St.,  Apt  4,  Pittsburgh  15213 
Jeffrey  P Staab,  5540  Fifth  Avenue,  Apt  9.  Pittsburgh  15232 
Michelle  P Young,  1006  Mirror  Street,  Pittsburgh  15217 

BERKS  COUNTY 

Horace  R Trumbull,  MD,  Cardiovascular  Surgery,  1235  Penn  Avenue,  Wyomissing  19610 

BUCKS  COUNTY 

Eugene  I.  Tolpin,  MD,  Anesthesiology,  1309  Oberlin  Road,  Wilmington,  DE  19803 

CAMBRIA  COUNTY 

Sal  J Salerno,  MD,  Emergency  Medicine,  210  Oak  Eden  Dr.,  Johnstown  15904 

DAUPHIN  COUNTY 

Roger  J Cadieux,  MD,  Psychiatry,  R D 2 Box  35-E,  Palmyra  17078 
John  K K.  Choi,  MD,  General  Surgery,  Polyclinic  Medical  Ctr , Harrisburg  17110 
Brian  E Kozar,  MD,  Orthopaedic  Surgery,  902  Iroquois  Court,  Harrisburg  17109 
Edward  E.  Lamarque.  MD,  Internal  Medicine,  2920  Market  Street.  Camp  Hill  17011 
Susan  L Thornsley,  MD,  Psychiatry,  2530  Interstate  Drive,  Harrisburg  17110 

DELAWARE  COUNTY 

Cheryl  S Al-Mateen,  MD,  Psychiatry,  1600  Garrett  Road.  #302,  Upper  Darby  19082 
Stephen  E.  Menaldino,  MD,  Internal  Medicine,  740  Barry  Drive,  Springfield  19064 
Luis  C.  Pannocchia,  MD,  55-1  Revere  Road,  Drexel  Hill  19026 
Patricia  E Szabo,  MD,  Internal  Medicine,  8-6  Wilde  Avenue,  Drexel  Hill  19026 
Benjamin  F Vilbert,  MD,  Ophthalmology,  301  Sandcastle  Drive.  Bryn  Mawr  19010 

ERIE  COUNTY 

Theresa  J.  Feeman,  MD,  Rheumatology,  300  State  Street,  Ste  204,  Erie  16507 
William  Rosen,  MD,  Urological  Surgery,  7694  Royann  Drive,  Fairview  16415 

FRANKLIN  COUNTY 

Samuel  Q Bricker,  MD,  Family  Practice,  R D 2,  Box  5-J,  Denton,  MD  21629 

INDIANA  COUNTY 

Steven  P Griffin,  MD.  Pathology,  Indiana  Hospital.  Hospital  Road.  Indiana  15701 

LACKAWANNA  COUNTY 

David  J Batluck.  DO,  Internal  Medicine,  1228  Providence  Road,  Scranton  18508 

LEHIGH  COUNTY 

Mitchel  L.  Fromm,  MD,  Therapeutic  Radiology.  Allentown  Hospital,  17th  and  Chew  Sts 
Allentown  18102 

LUZERNE  COUNTY 

Raymond  Fournier,  MD,  Obstetrics/Gynecology,  56  Church  Street,  Kingston  18704 

LYCOMING  COUNTY 

Gerald  J Frankel,  MD.  Urological  Surgery,  425  Market  Street.  Williamsport  17701 


MONTGOMERY  COUNTY 

Thomas  L.  Deni,  MD,  General  Surgery,  Medical  Office  Bldg  . 1245  Highland  Ave  Ste 
600,  Abinglon  19001 

Margaret  A Mulligan.  MD,  Family  Practice,  1244  Ft  Washington  Ave  19043 
MONTOUR  COUNTY 

Mark  A.  Levine,  MD,  Internal  Medicine,  R D 1,  Box  399-A,  Lewisburg  17837 
Joseph  T.  Maieski.  MD,  Dermatology,  Geisinger  Medical  Center,  Department  of 
Dermatology,  Danville  17822 

Omar  Yumenn  MDn  Internal  Medicine,  201  Ridgeview  Eastlawn,  Old  Bloom  Road. 
Danville  17821 

NORTHAMPTON  COUNTY 

William  P Braun,  III.  MD,  Family  Practice,  L-7  Brakeley  Gardens,  Red  School  Lane, 
Phillipsburg  08865 

John  M Brown,  MD,  Clinical  Pathology.  3543  Glen  Avenue.  Easton  18042 

PHILADELPHIA  COUNTY 

Jay  C.  Patel,  MD,  Plastic  Surgery,  3300  Henry  Avenue.  Philadelphia  19129 

SCHUYLKILL  COUNTY 

Alexsandra  K Motrom,  MD,  Internal  Medicine,  Route  93  Valley  Plaza,  Conyngham  18219 
VENANGO  COUNTY 

Philip  S Laverde,  MD,  General  Surgery,  507  1/2  W.  Third  Street.  Oil  City  16301 
Raymond  L Tipton,  MD,  Internal  Medicine,  R D 3,  Titusville  16354 

WESTMORELAND  COUNTY 

Jagdeep  K Bajwa,  MD.  Psychiatry,  305  Seventh  Street.  New  Kensington  15068 
Karim  Khalil,  MD,  Obstetrics/Gynecology,  30  Maryland  Place,  Jeannette  15644 

STUDENTS 

Sarny  B Badawy,  230  Pine  Street,  Philadelphia  19105 

Ladonna  H Fuge,  446  Mitchell  Ave  , Clairton  15025 

Althea  J Jackson,  15  Hamilton  Circle,  Philadelphia  19130 

Bernard  L Lopez,  2400  Chestnut  Street.  Apt  2810.  Philadelphia  19103 

Eric  R Rittenhouse.  7 Bells  Court,  Philadelphia  19106 


obituaries 


• Denotes  PMS  membership  at  death. 

• George  G.  Given,  Tioga;  University  of  Pennsylvania  School  of 
Medicine,  1928;  age  82,  died  February  9,  1985.  Dr.  Given  was  a gen- 
eral practitioner  in  Tioga  for  50  years. 

• Reynold  S.  Griffith,  Gladwyne;  Jefferson  Medical  College  of 
Thomas  Jefferson  University,  1918;  age  90,  died  February  10,  1985. 
Dr.  Griffith  was  a retired  assistant  clinical  professor  of  medicine  at 
Jefferson  Medical  College. 

• Martin  F.  Hayes  Sr.,  Philadelphia;  Hahnemann  University  School 
of  Medicine,  1939;  age  73,  died  January  21,  1985.  Dr.  Hayes  was  a 
psychiatrist. 

• William  B.  Yockey,  Philadelphia;  Temple  University  School  of 
Medicine,  1948;  age  58,  died  February  11,  1985.  Dr.  Yockey  was  a 
pediatrician. 

Theodore  L.  Dehne,  Philadelphia;  University  of  Pittsburgh  School  of 
Medicine,  1931;  age  79,  died  February  15,  1985.  Dr.  Dehne  was 
former  superintendent  of  Friends  Hospital,  Philadelphia. 

George  R.  Scheid,  New  Kensington,  Case  Western  Reserve  Univer- 
sity School  of  Medicine,  1953;  age  57,  died  February  24,  1985.  Dr. 
Scheid  practiced  family  medicine  in  Lower  Burrell  for  31  years. 

Robert  John  Shoemaker,  Sewickley;  University  of  Pittsburgh  School 
of  Medicine;  age  66,  died  March  5,  1985.  Dr.  Shoemaker  was  a psy- 
chiatrist. 

Chester  John  Szmal,  West  Nanticoke;  Hahnemann  University 
School  of  Medicine,  1943;  died  February  19,  1985.  Dr.  Szmal  was  a 
general  practitioner. 
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classified  advertising 


PHYSICIANS  WANTED 

Pennsylvania  — Emergency  physician  system.  Needs  several 
fulltime  emergency  physicians  for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor  arrangements.  The  sys- 
tem is  on  a ‘‘fee-for-service’’  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

NEEMA  Emergency  Medical  — a professional  association.  Emer- 
gency medicine  positions  available  with  emergency  physician  group 
in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and  throughout  New  England,  the 
Southeast,  and  the  Midwest,  including  all  suburban,  rural  and  metro- 
politan areas.  Fee-for-service  with  minimum  guarantee  provided.  Mal- 
practice paid.  Practice  credits  toward  board  certification.  Physicians 
department  directors  also  desired.  Please  send  resume  to:  NEEMA 
Emergency  Medical,  Suite  400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  (215)  925-351 1 in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligible.  Mental  hospital  in 
metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and  close 
to  Pocono  resort  area.  Good  salary  with  excellent  fringe  and  retire- 
ment benefits.  Pennsylvania  license  required.  Contact  Mrs.  Kathleen 
D.  Reese,  ACSW,  Superintendent,  Clarks  Summit  State  Hospital, 
Clarks  Summit,  Pennsylvania  18411;  (717)  586-2011. 

Immediate  full-time  position  available  in  central  Pennsylvania  for 
personable,  American-trained  emergency  medicine  specialist.  Board 
certified  or  Board-prepared  candidates  preferred,  but  not  essential. 
Rural  hospital  located  20  miles  from  State  College.  Excellent  benefit 
package  and  competitive  salary.  Physicians  associated  with  large 
teaching  hospital.  Submit  CV  to  Administrator,  M.V.M.G.,  Three  Medi- 
cal Center  Drive,  Philipsburg,  PA  16866,  or  call  (814)  342-5402. 

Internist  — Unique  opportunity  for  the  right  person  to  join  a dynamic 
exciting  group  practice  in  Pittsburgh.  Excellent  salary  with  all  fringes. 


Chairperson/ 
Department  of 
Otorhinolaryngology 

Hahnemann  University,  through  its  School  of  Medicine  and  Univer- 
sity Hospital,  is  searching  for  a chairperson  whose  academic  ex- 
perience and  clinical  practice  is  in  the  Philadelphia  Catchment  region. 
The  candidate  must  have  an  MD  degree,  be  board  certified  in  the 
specialty  and  have  an  interest  in  teaching  medical,  graduate  and  allied 
health  professions  students.  At  present,  residents  from  a neighbor- 
ing medical  school  provide  care  for  ENT  patients  at  Hahnemann 
University  Hospital.  An  active  audiology  and  speech  pathology  ser- 
vice provides  experiences  for  a Master’s  degree  program  in  the 
department. 

The  chairperson  will  be  responsible  for  continued  development  of 
departmental  teaching,  scholarly  and  service  functions.  Interested  per- 
sons should  submit  a curriculum  vitae  or  resume  with  names  and 
addresses  of  3 individuals  familiar  with  the  candidate  to: 

Henry  Rosenberg,  MD,  Chairman 
Otorhinolaryngology  Search  Committee 
do  The  Department  of  Anesthesiology 

HAHNEMANN 
UNIVERSITY 
Broad  & Vine,  MS  310 
Phila.,  PA  19102-1192 

An  Affirmative  Action  Employer 


HU 


Partnership  available.  Please  send  CV  to  Department  986,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Emergency  physicians  — Emergency  medicine  opportunities  avail- 
able for  career  oriented  medical  directors  and  staff  physicians  li- 
censed in  MD  and/or  PA.  Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent  experience. 
Competitive  income  and  malpractice  insurance  provided.  Please 
send  CV  to  Sally  Bowen  at  6227  Executive  Blvd.,  Rockville,  MD 
10852,  or  call  (301)  984-0353. 

Physician  during  July  and  August,  for  children’s  camp  located  at 
Beach  Lake,  PA,  accommodates  350  campers,  age  6-16;  complete 
modern  health  center,  2 RNs  in  attendance;  will  accept  one  MD  for 
each  month;  no  children  accepted  who  are  of  camp  age.  Camp  opens 
June  30  and  closes  August  24.  Private  room  and  facilities.  Write  to 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  Street,  Brooklyn, 
NY  11201,  and  include  your  phone  number. 

Ob-Gyn,  BE/BC,  to  join  progressive  well  established  3 man  group  in 
central  PA  cosmopolitan  university  town  in  rural  setting.  Many  cultural 
and  recreational  opportunities;  excellent  school  system.  Office  facili- 
ties include  ultrasound  fetal  monitoring,  and  colposcopy.  Modern 
community  hospital  offers  birthing  center.  Excellent  salary  and  bene- 
fits leading  to  parity.  Reply:  Ob-Gyn  Group,  251  Easterly  Parkway, 
State  College,  PA  16801. 

Pennsylvania,  Northwest:  Emergency  physicians.  Immediate  full- 
time positions  and  directorships  available  in  attractive  location.  An- 
nual emergency  department  volume  of  12,000.  Excellent  compensa- 
tion including  malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc.,  One  Windemere  Place,  Room  27,  Petoskey,  Ml 
49770;  1-800-253-7092. 


CHIEF  OF 
STAFF 

Coatesville  VA  Medical  Center  near  Phila- 
delphia. A Dean's  Committee  hospital  affil- 
iated with  Jefferson  Medical  College — 
including  integrated  psychiatric  residency 
training  program,  medical  student  educa- 
tion and  significant  research.  Faculty  ap- 
pointment at  rank  of  professor  or  associate 
professor.  This  is  a psychiatric  hospital  of 
1000  beds  with  strong  neurology  and  medi- 
cal departments  and  excellent  supportive 
services.  Send  C.V.  to  Joseph  Rodgers,  M.D., 
Chairman  of  Search  Committee,  Jefferson 
Medical  College,  1025  Walnut  Street,  Phila- 
delphia, PA  19107. 

Veterans 
Administration 


Equal  Opportunity  Employer  M/F/H/V 
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Medical  director/psychiatrist  — Outstanding  opportunity  for  dy- 
namic, highly  skilled  psychiatrist.  The  qualified  candidate  will  be  ap- 
pointed part-time  medical  director  for  the  newly  reorganized  57-bed 
psychiatric  service  of  a 375-bed  community  hospital.  A second  psy- 
chiatrist, preferably  Board  eligible/certified  in  child  psychiatry  is  also 
being  sought.  Parkersburg  is  part  of  a metropolitan  area  of  165,000 
which  is  underserved  by  private  practice  psychiatrists.  Excellent  po- 
tential to  develop  large  private  practice.  Strong  support  offered  by 
hospital  in  assisting  selected  candidates  with  establishing  a success- 
ful practice.  An  EOE.  Please  send  resume  to  Arthur  Maher,  Saint 
Joseph  Hospital,  19th  St.  and  Murdoch  Ave.,  Parkersburg,  WV 
26101. 

Unique  opportunity  for  young  ophthalmologist  to  take  over  practice 
of  retiring  doctor  in  south  central  Pennsylvania.  Will  introduce  pa- 
tients. Only  a modest  charge  for  equipment.  Attractive  community 
with  modern  600-bed  hospital  needs  two  more  ophthalmologists.  One 
hour  north  of  Baltimore.  Send  replies  to  Box  120,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Are  you  looking  for  a paved  highway  toward  financial  success  — 
where  you  will  receive  referrals  from  other  doctors  because  they  are 
too  busy  or  retiring  — where  there  is  no  animosity  toward  new  physi- 
cians? Immediate  openings  for  family  physicians,  ob/gyns,  internists, 
pedis,  orthopods,  and  surgeons  in  smaller  Texas  towns.  Contact 
Texas  Doctors  Group,  702  Colorado,  #102,  Austin,  Texas  78701; 
(512)  476-7129. 

Physicians/dentists  needed  — new  multidisciplinary  medical 
center/urgent  care/FEC  accepting  applications  for  positions  in  family 
medicine,  orthopedics,  radiology,  emergency  medicine,  podiatry. 
Space  available  for  future  occupancy  and  opportunity  for  profit  shar- 
ing. For  more  information,  call  (215)  946-0448,  Mrs.  Schumacher. 

General  surgeon  — Surgeon  to  join  an  established  group  of  sur- 
geons in  southern  California.  HMO  setting  with  good  support  staff 
and  excellent  cross  coverage  for  associates.  Vascular  surgery  capa- 
bilities are  desired.  Guaranteed  income  and  benefits.  For  informa- 
tion, call  Donald  B.  Dawson,  Director  of  Physician  Staffing,  toll  free  at 
1-800-446-2255;  in  California  call  1-800-336-2255.  FHP  Professional 
Staffing,  400  Oceangate  Blvd.,  Ste.  1317,  Long  Beach,  CA  90802. 


^^^HE  BLOOMSBURG  HOSPITAL 

BH 
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Physicians  Needed 

Excellent  practice  opportunities  for  Board  eligible  or 
certified  Family  Medicine  Physicians  in  either  solo  or 
possible  group  practice  in  Bloomsburg,  Pennsylvania. 

Bloomsburg  is  ideally  located  in  east  central 
Pennsylvania  along  the  north  branch  of  the 
Susquehanna  River.  A beautiful  community  of 
moderate  size  with  excellent  recreational,  cultural, 
and  educational  facilities  creating  a superior  quality 
of  life.  Bloomsburg  is  the  county  seat;  home  of 
Bloomsburg  University;  and  gateway  to  the  Pocono 
vacation  land. 

Join  the  active  medical  staff  of  a 146-bed,  nonprofit, 
general  acute  care,  JCAH-accredited  hospital. 
Economic  and  administrative  program  available. 

Send  curriculum  vitae  in  confidence  to:  Donald  E. 
Chomiak,  Assistant  Administrator,  Bloomsburg 
Hospital,  Bloomsburg,  PA  17815;  or  telephone 
(717)  784-7121. 


For  opportunities  in  Utah  call  Maryalys  Poulson  collect  at  801-355- 
1234. 

Dallas/Fort  Worth  needs  physicians  — Full-time  physician  posi- 
tions for  general  practice/internal  medicine  clinics.  Partnership  avail- 
able in  one  year.  Excellent  opportunity.  Write  or  call:  S.K.  Kechejian, 
MD,  609  S.  Main  Street,  Duncanville,  TX  75116;  (214)  780-0093. 

Medical  practice  — Physician  with  35  year  old  very  active  practice, 
primarily  Medicare,  is  retiring.  Practice  located  in  NE  Philadelphia 
has  very  active  hospital  affiliation  with  growth  of  approximately 
$280,000.  Will  introduce.  Must  be  qualified  family  practitioner  or  gen- 
eral internist.  Financing  arrangements  available.  Please  send  curric- 
ulum vitae  to:  T-14,  PO  Box  1924,  Philadelphia,  PA  19105. 

Emergency  physicians  — Maybe  you’re  interested  in  resorts, 
beaches,  and  casinos.  Or  maybe  it’s  Philadelphia  excitement  you’re 
looking  for.  Or  maybe  you’d  prefer  an  easy  going,  comfortable  subur- 
ban location.  No  matter,  Emergency  Medical  Specialty  Services  can 
offer  you  full/part  time  and  locum  tenens  positions  in  any  of  these 
desirable  settings.  We  have  openings  available  near  the  Jersey 
shore,  in  Philadelphia  and  its  suburbs  for  ER  physicians  with  prior  ER 
experience.  In  return,  you’ll  enjoy  a highly  competitive  salary  and  a 
schedule  that’s  as  flexible  as  you  need  it  to  be.  For  immediate  consid- 
eration call:  Don  Murphy,  Emergency  Medical  Specialty  Services, 
Benjamin  Fox  Pavilion,  Suite  922,  Jenkintown,  PA  19046;  (215)  576- 
5656. 

ENT  physician  — General  ENT  physician  with  some  primary  facial 
surgery  and  reconstructive  experience.  Will  be  joining  ENT  group  in 
well  established  prepaid  health  plan,  located  in  southern  California. 
Guaranteed  salary  and  benefits  to  start.  Board  certification  or  eligibil- 
ity required.  For  information,  call  Luann  Ellis  toll  free  at  1-800-446- 
2255;  in  California  call  1-800-336-2255.  FHP  Professional  Staffing, 
400  Oceangate  Blvd.,  Ste.  1317,  Long  Beach,  CA  90802.  For  oppor- 
tunities in  Utah  call  Maryalys  Poulson  collect  at  801-355-1234. 

Psychiatrist,  Board  certified  or  eligible.  Full-time  position.  Full  ser- 
vices mental  health  organization.  Up  to  $59,000  plus  full  benefits. 
Scenic  Bucks  County  (PA)  near  Philadelphia.  Call  Ms.  Cifelli,  Lenape 
Valley  Foundation,  (215)  822-7510. 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  New  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  __  == 

Bala  Cynwyd,  PA  19004  M MM 

(2 1 5)  667-8630  1H1  — 

A Division  of  Eg 

Health  Care  Group 
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Physician  — The  Commonwealth  of  Pennsylvania,  Department  of 
Public  Welfare,  is  seeking  part  time  contract  physicians  to  review  and 
evaluate  medical  supplies  and  durable  medical  equipment  prior  au- 
thorized services.  Experience  in  physical  rehabilitation  or  orthopedics 
is  desired,  but  not  required.  The  salary  will  be  based  on  the  state 
approved  consultant  wage  schedule  in  effect  at  the  time  a contract  is 
negotiated.  Interested  physicians  must  be  available  two  to  three  days 
per  week.  Work  will  be  performed  at  the  Park  Penn  Building,  5101 
Jonestown  Road,  Harrisburg,  PA  17112,  with  some  travel  required. 
Interested  persons  should  submit  a resume  to:  Office  of  Medical  As- 
sistance, Division  of  Claims  Review,  Attn:  Contract  Consultant  Posi- 
tion, PO  Box  2675,  Harrisburg,  PA  17105. 

Emergency  medicine  — Full-time  position  for  Board  certified/Board 
prepared  emergency  physician  with  residency  training  in  EM,  IM,  or 
FP  to  join  active  ED  with  over  23,000  annual  visits.  ACLS/ATLS/ 
ACEP  preferred.  Excellent  community  environment,  home  of  Penn- 
sylvania State  University.  Competitive  salary  and  outstanding  bene- 
fits package.  Send  complete  CV  to  Thomas  P.  Bern,  MD,  Emergency 
Department,  Centre  Community  Hospital,  State  College,  PA  16803. 

OB/GYN  solo  opportunity  with  good  cross-coverage  located  in  a 
beautiful,  affluent  New  England  coastal  community  where  the  moun- 
tains meet  the  sea.  Patient  base  of  60,000.  Attractive  financial  pack- 
age. Modern  150-bed  medical  center.  Year-round  recreation  on  the 
ski  slopes  and  coast  of  Maine.  Outstanding  cultural  resources.  Excel- 
lent school  system.  Perfect  choice  for  outdoor  sports  enthusiast. 
Send  CV  in  confidence  to  Box  122,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

OB/GYN  — Central  Pennsylvania  partnership  or  solo  opportunity  for 
one  or  two  OB/GYNS.  Patient  base  of  55,000.  Modern  hospital. 
Strong  community  support.  Lucrative  financial  package.  Picturesque 
small  town  location  (pop:  20,000)  near  major  university  offering  excel- 
lent quality  of  life,  outstanding  public  and  private  schools,  scenic  and 
recreation  attractions.  For  more  information,  call  or  write  in  confi- 
dence, Roblin  Associates,  Inc.,  602  Market  Street  Mall,  PO  Box  397, 
Wilmington,  DE  19899;  (302)  429-8600. 

OB/GYN  partnership  opportunity  with  thriving  practice  in  southern 


New  Jersey  community.  Current  patient  base  is  60,000  and  expand- 
ing rapidly.  Modern  hospital.  Sound  financial  package.  Small  town 
location  within  thirty  minutes  of  major  metropolitan  areas,  less  than 
an  hour  from  the  ocean.  Excellent  private  and  public  schools  recog- 
nized for  outstanding  student  academic  achievement.  For  more  infor- 
mation, call  or  write  in  confidence,  Roblin  Associates,  Inc.,  602  Mar- 
ket Street  Mall,  PO  Box  397,  Wilmington,  DE  19899;  (302)  429-8600. 

Neurologist  — Board  eligible/certified  neurologist  wanted  to  join  a 
growing  neurology  practice  in  a well-established,  prepaid  health  plan 
located  in  southern  California.  A busy  and  varied  referral  practice  is 
assured.  Experience  with  EMG  and  EEG  is  required.  Relocation  as- 
sistance and  other  benefits  offered.  Call  now  for  further  details. 
Donald  B.  Dawson,  Director  of  Physician  Staffing,  toll  free  at  1-800- 
446-2255;  in  California  call  1-800-336-2255.  FHP  Professional  Staff- 
ing, 400  Oceangate  Blvd.,  Ste.  1317,  Long  Beach,  CA  90802.  For 
opportunities  in  Utah  call  Maryalys  Poulson  collect  at  801-355-1234. 


Southern  California  — Prestigious  HMO  is  seeking  experienced 
specialists  and  general  practitioners  for  our  facilities  in  Los  Angeles 
and  Orange  Counties.  Located  in  close  proximity  to  major  teaching 
centers,  we  offer  the  opportunity  for  continued  professional  develop- 
ment and  rewarding  clinical  practice.  Excellent  compensation  and 
benefits  including  paid  malpractice,  life,  disability,  medical  and  dental 
coverage,  paid  vacations,  sick  leave,  educational  leave  and  retire- 
ment plan.  Please  send  CV  to:  Director/Physician  Recruitment, 
CIGNA  Healthplans  of  California,  700  N.  Brand  Blvd.,  Suite  500-54, 
Glendale,  CA  91203. 

Family  practitioner  — Full-time  position  available  for  residency 
trained,  Board  eligible/Board  certified  family  practitioners  interested 
in  practicing  in  a comprehensive  care  environment.  Outpatient  care 
and  in-hospital  responsibilities  are  offered  in  a growing  family  prac- 
tice organization.  Administrative  opportunities  also  available.  For  in- 
formation, call  Donald  B.  Dawson,  Director  of  Physician  Staffing,  toll 
free  at  1-800-446-2255;  in  California  call  1-800-336-2255.  FHP  Pro- 
fessional Staffing,  400  Oceangate  Blvd.,  Ste.  1317,  Long  Beach,  CA 
90802.  For  opportunities  in  Utah  call  Maryalys  Poulson  collect  at  801- 
355-1234. 


New  Opportunities 
From  The 

Physician  Resource  Group 

Roblin  Associates  has  openings 
in  all  specialties  nationwide. 
We’ll  place  you  in  the  location 
of  your  choice  . . . at  no  cost 
to  you.  Complete  financial 
packages  available.  For  more 
information,  send  CV  in 
confidence. 

Roblin  Associates,  Inc. 

602  Market  Street  Mall 
P.O.  Box  397A 
Wilmington,  DE  19899 
302/429-8600 


NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  oft  while  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group. 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call: 

412/741-3310 

CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 
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Anesthesiologist  — BC/BE  for  100-bed  community  hospital  with  a 
service  area  of  30,000  people.  Pleasant  community  with  good 
schools.  Close  access  to  1-79  and  1-80.  Close  to  Erie,  Youngstown, 
and  Pittsburgh  (1-2  hours).  To  work  with  three  CRNA’s.  No  cardiac  or 
neurosurgery.  Please  send  CV  and  inquiries  to  Mr.  William  Likar, 
President,  Titusville  Hospital,  406  West  Oak  Street,  Titusville,  PA 
16354. 

Family  practice/central  Pennsylvania  — Excellent  solo  opportunity 
for  BC/BE  family  physician  in  a semi-rural  setting.  Ideal  family  ori- 
ented community  with  plentiful  recreational  and  educational  opportu- 
nities. Fee  for  service  plus  rewarding  first  year  guarantees.  Send  CV 
or  call  Gerald  Russo,  Director  of  Development,  Pottsville  Hospital  and 
Warne  Clinic,  420  South  Jackson  Street,  Pottsville,  Pennsylvania 
17901;  (717)  622-6120,  extension  203. 

Family  practitioner,  outpatient  care  — Full-time  position  available 
for  residency  trained,  Board  eligible/Board  certified  family  practitioner 
interested  in  a position  involving  outpatient  care.  Pediatrics,  prenatal 
care,  adult  medicine,  orthopedics,  and  minor  surgery  responsibilities 
are  available.  For  information,  call  Donald  B.  Dawson,  Director  of 
Physician  Staffing,  toll  free  at  1-800-446-2255;  in  California  call 
1-800-336-2255.  FHP  Professional  Staffing,  400  Oceangate  Blvd., 
Ste.  1317,  Long  Beach,  CA  90802.  For  opportunities  in  Utah  call  Ma- 
ryalys  Poulson  collect  at  801-355-1234. 

Family  practice/central  Pennsylvania  — Seeking  family  practice 
physician  to  join  an  expanding  private  practice  as  an  associate/ 
partner.  Ideal  family-oriented  community  in  semi-rural  setting  with 
plentiful  recreational  and  educational  opportunities.  Send  CV  or  call 
Gerald  Russo,  Director  of  Development,  Pottsville  Hospital  and 
Warne  Clinic,  420  South  Jackson  Street,  Pottsville,  Pennsylvania 
17901;  (717)  622-6120,  extension  203. 

Family/general  practice  — Seeking  an  individual  interested  in  join- 
ing a well-established  very  busy  primary  care  partnership  in  north 
central  Pennsylvania.  Excellent  working  conditions  in  modern  medi- 
cal arts  building  attached  to  new  89-bed  acute  care  hospital.  Full  priv- 
ileges available  in  all  specialties.  Board  certification  not  required. 
Generous  salary,  benefits  package,  and  incentive  program.  Please 

Practices  Available 

ALLERGY — Suburban  Philadelphia-fully 
equipped,  excellent  staff,  and  favorable 
lease. 

ALLERGY /IMMUNOLOGY — Close  to 
New  York  City — consistent  growth. 
DERMATOLOGY — New  England — fine 
practice  in  growth  area.  Very  low 
overhead. 

ENT — Pennsylvania — large , fast-growing 
practice.  New  office  and  equipment. 

INTERNAL  MEDICINE — Two  practices  in 
Delaware — flexible  arrangements. 

RADIOLOGY — Pennsylvania — large 
well-equipped  practice. 

Several  other  PED,  IM,  and  OB/GYN 
practices  are  available. 

For  more  information  on  these  opportunities 
or  other  practices  listed  on  the  First  Health 
Multiple  Listing  Network,  call  (215)  667-8630 
or  send  your  curriculum  vitae  to: 

Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  PA  19004 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-NICIN®(250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


0 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  tollow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  )o  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 


(br§J32|THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 


contact  Joseph  J.  Kernich,  M.D.,  Punxs’y  Area  Health  Center,  R.D. 
#5,  Punxsutawney,  Pennsylvania  15767  or  call  (814)  938-3310. 

Primary  care  physician  — Progressive  health  care  system  is  seek- 
ing a full-time  primary  care  physician  to  staff  ambulatory  care  satellite 
located  on  an  attractive  southwestern  Pennsylvania  university  cam- 
pus. This  practice  serves  the  local  community  as  well  as  acts  as  a 
student  health  center  physician.  Competitive  income  offered.  For 
consideration  send  curriculum  vitae  in  confidence  to:  Administrator, 
PO  Box  576,  California,  PA  15419. 

Cardiologist  in  Scranton.  Board  certification  in  cardiology  required. 
Special  requirements  involve  invasive  cardiology.  Multispecialty 
group,  salary.  Size  of  community:  30,000  to  100,000.  Size  of  trade 
area:  100,000  and  greater.  Respond  to:  PMS  Physician  Placement 
Service,  Department  NOM-1085-CA04,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Family/general  practitioner  in  East  Stroudsburg.  Solo  or  partner- 
ship, salary  or  fee-for-service  — minimum  guarantee.  Size  of  commu- 
nity: 1,000  to  5,000.  Size  of  trade  area:  5,000  to  10,000.  Respond  to: 
PMS  Physician  Placement  Service  Department  NOM-1085-FP30,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Family  physician  in  Scranton.  Board  certification  in  family  practice 
required.  Multispecialty  group,  salary.  Size  of  community:  30,000  to 

100,000.  Size  of  trade  area:  100,000  and  greater.  Respond  to:  PMS 
Physician  Placement  Service,  Department  NOM-1085-FP31,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Oncologist  in  Scranton.  Board  certification  in  oncology  required. 
Multispecialty  group,  salary.  Size  of  community:  30,000  to  100,000. 
Size  of  trade  area:  100,000  and  greater.  Respond  to:  PMS  Physician 
Placement  Service,  Department  NOM-1085-ON02,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Family  practitioner  in  Pottsville.  Board  certified  or  eligible  in  family 
practice.  Solo  or  partnership,  fee-for-service  — minimum  guarantee. 
Size  of  community:  10,000  to  30,000.  Size  of  trade  area:  30,000  to 

100.000.  Respond  to:  PMS  Physician  Placement  Service,  Depart- 
ment NON-1085-FP35,  20  Erford  Road,  Lemoyne,  PA  17043. 

Family  practitioner  in  Coudersport.  Boa.d  certified  or  eligible  in 
family  practice.  Salary  plus  percentage.  Size  of  community:  1,000  to 

5.000.  Size  of  trade  area:  30,000  to  1 00,000.  Respond  to:  PMS  Physi- 
cian Placement  Service,  Department  NON-1085-FP38,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Internist/oncologist  in  Coudersport.  Board  certification  in  internal 
medicine  required.  Salary  plus  percentage.  Size  of  community:  1 ,000 
to  5,000.  Size  of  trade  area:  30,000  to  100,000.  Respond  to:  PMS 
Physician  Placement  Service,  Department  NON-1085-ON03,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Family/primary  care  physician  in  Fredericksburg.  Board  certified 
or  eligible  in  family  medicine.  Partnership/single  specialty  group/ 
primary  care  medicine,  salary  plus  percentage.  Size  of  community: 
less  than  1,000.  Size  of  trade  area:  30,000  to  100,000.  Respond  to: 
PMS  Physician  Placement  Service,  Department  NOM-1085-FP39,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Family  practitioner  in  Erie.  DO  preferred.  Must  be  Board  certified  or 
eligible  in  family  practice.  Solo  practice;  fee  for  service  — minimum 
guarantee.  Size  of  community  and  trade  area:  100,000  and  greater. 
Respond  to:  PMS  Physician  Placement  Service,  Department  NON- 
1085-FP41 , 20  Erford  Road,  Lemoyne,  PA  17043. 

Orthopedic  surgeon  in  Beaver  Falls.  Must  be  Board  certified  or  eli- 
gible'in  orthopedic  surgery.  Single  specialty  group,  salary.  Size  of 
community:  30,000-100,000.  Size  of  trade  area:  10,000-30,000.  Re- 
spond to:  PMS  Physician  Placement  Service,  Department  NOM- 
1085-S005,  20  Erford  Road,  Lemoyne,  PA  17043. 

Urologist  in  Erie.  Must  be  Board  certified  or  eligible  in  urology.  Solo 
practice,  fee  for  service  — minimum  guarantee.  Size  of  community: 
100,000  and  greater.  Size  of  trade  area:  100,000  and  greater.  Re- 
spond to:  PMS  Physician  Placement  Service,  Department  NON- 
1085-UR02,  20  Erford  Road,  Lemoyne,  PA  17043. 


POSITIONS  WANTED 

Radiology  locum  tenens  work  wanted;  short  or  long  term.  Well 
qualified  and  experienced.  Will  consider  all  situations.  Please  clip 
and  save  the  ad.  Please  reply  to  Box  118,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Radiologist,  Board  certified  with  fellowship  training  in  CT  (body  and 
head)  and  ultrasound  seeks  part-time  position  in  either  teaching  hos- 
pital, community  hospital  or  multi-modality  private  practice  situation 
in  metropolitan  Philadelphia  area  or  So.  Jersey.  Flexible  with  work 
schedule  and  availability.  Respond  to  Box  119,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Emergency  room  and/or  ambulatory  care  locum  tenens  work 
wanted  in  northeast  Pennsylvania.  Board  certified  internist  with  five 
years  experience  in  ER  and  clinic  work.  Available  7/85.  Write  Box 
124,  Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Radiologist,  Board  certified,  university  trained  with  experience  in  a 
large  teaching  hospital  in  angiography,  neuroradiology,  interventional 
radiology,  CT  scan  desires  new  full-time  opportunity.  Reply  to  Box 
123  Pennsylvania  Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Psychiatrist/pathologist/general  practitioner,  American  Board  eli- 
gible in  psychiatry  7/85,  desires  partnership,  single  specialty  group, 
or  institutional  opportunity  in  psychiatry,  pathology,  or  general  prac- 
tice. Prefers  community  with  30,000  and  greater  population.  Respond 
to:  PMS  Physician  Placement  Service,  Department  NRN-1085-PY05, 
20  Erford  Road,  Lemoyne,  PA  17043. 


FOR  SALE 

Echocardiograph  M Mode  Matrix  Technica  excellent  quality.  Easy  to 
use,  portable.  Excellent  profit  center  for  internist  or  small  clinic. 
$6,000  or  best  offer.  Please  call  Mr.  Anoker  at  (412)  784-1091. 

For  sale  — Toshiba  Sonolayer-L  Model  SAL-20A,  Linear  Real-time 
Ultrasound  Unit.  Has  been  used  in  an  OB/GYN  office  only.  Pur- 
chased in  February,  1982.  Features:  13mm  3.5  mHz  transducer,  Al- 
phanumeric key  board,  portable  cart,  Polaroid  camera,  9 inch  T.V. 
monitor.  Call  (215)  437-1931. 

For  sale  — Active  medical  practice  north  east  Philadelphia;  estab- 
lished and  honest  clients;  easy  access  to  city  highways  and  to  New 
Jersey;  terms  negotiable.  Reply  Box  981,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Custom  built  Swiss  chalet  home,  private  setting,  large  wooded  lot 
outside  Hershey.  Features  include:  3 fireplaces,  3 kitchens,  2 bars, 
20  x 45  heated  indoor  pool.  For  details  call  Jack  Gaughen  Realtor, 
(717)  534-1302;  ask  for  Ira. 


MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay.  No 
prepayment  penalties.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any  kind.  Physicians  Service 
Assn.,  Atlanta,  GA.  Toll  free  (800)  241-6905. 

Medical  practice  sales  and  appraisals  — We  specialize  in  the  valua- 
tion and  selling  of  medical  practices.  If  interested  in  buying  or  selling 
a medical  practice,  contact  our  Brokerage  Division  at  The  Health 
Care  Group,  400  GSB  Building,  Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

CME 

Seminars  — Hilton  Head  Island,  weekly  business  management  semi- 
nars. Accredited,  live  presentations.  Key  note  lecture  by  Eliot  Jane- 
way. Spring,  summer  and  fall  sessions  at  Sea  Pines  Plantation. 
1-800-542-5428. 

The  Right  to  Die:  Medical,  Ethical,  and  Legal  Aspects,  May  17, 
1985,  12:30-5:00.  Berkman  Ruslander  Pohl  Lieber  & Engel,  One  Ox- 
ford Centre,  Pittsburgh,  PA  15219.  3.5  CME  Category  1 credits— $25 
tuition.  Contact:  Susan  Meyers,  (412)  392-2148. 
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Strong  on  results.  Smple  Id  tete 


In  recurrent  urinary 

Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


tract  infections 

Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows; 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin 
PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related 
Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluna  and  stone  formation 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 

I thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently, be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility : Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 
section. 


Nursing  Mothers : See  CONTRAINDICATIONS  section 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia, 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis,  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patie.;ts  receiving  sulfonamides.  Musculoskeletal . Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN, AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml 
min,  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  ( double  strength ) Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500;  Tel-E-DoseK  packages  of  100;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Strong  on  results  Simple  to  late 


Cll  IL/I  E.  coli 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  ( In  vitro 
data  do  not 
necessarily 
correlate  with 
clinical  results.) 


Uvl  vl  V E.  coli 
culture— color- 
enhanced  scanning 
electron  microscopy 
(SEM). 


H.  influenzae  culture 

color-enhanced 

SEM 


H influenzae 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily  predict 
clinical  results.) 


In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 

(trimethoprim  and 

Effective  and  versatile  b.i.d.  therapy 

Copyright  © 1985  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 


before 

Otoscopic 
view  of  tympanic 
membrane  in  a 
patient  who  did  not 
respond  to  ampicillin 
therapy. 


after 

Same  patient 
after  ten  days 
of  Bactrim 
therapy. 


Please  see  preceding  page  for  a summary  of  product  information. 


CLINICAL  PROBLEM  SOLVING 

HYPOTHESIS  ACTIVATION 

HYPOTHESIS  EVALUATION 
INFORMATION  GATHERING 
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IN  THE  SLEEP  LABORATORY’ ... 
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ONLY  DALMANE  (flurazepam  HCI/Ro( 
PROVIDES  ALL  THESE, 

FOR  RESTFUL  SLI 


sleep  onset ‘*y 

™ore  total 

Emm^bedaficacy  for  at 
w_  28  consecutive  nights2  4 

’atients  usually  awake  rested  and 

refreshed^ 


• Avoids  causing  early  awakenings  or 
rebound  insomnia  after  discontinuation2’510'12 


Roche  Products  Inc  All  rights  reserved. 


PROVEN  IN 


THE  PATIENTS  HOME 


SE  THERE  IS  NO 
IENCE 


DALMANE 

flurozepam  HCI/Roche 

References:  1.  Kales  J et  al  Clin  Pharmacol  Ther 
12  691-697.  Jul-Aug  1971  2.  Kales  A et  al  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al  Clin  Pharmacol  Ther  32  781-788,  Dec  1982 
5.  Frost  JD  Jr.  DeLucchi  MR  J Am  Geriatr  Soc 
27  541-546.  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3 140-150,  Apr  1983  7.  Greenblatl  DJ, 
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DALMANE"  @ 

flurazepam  FICI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping 
habits:  in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults . 30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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Are  your  patients  entitled  and/or  eligible  tor 
Medicare  benefits’  It  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled tor  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


Another  Man’s  Poison 


If  you  accept  that  each  person  is  unique— even  if  that  per- 
son has  a drinking  or  drug  problem— then  it’s  easy  to  see  why  a 
treatment  program  must  be  individualized.  One  man’s  successful 
treatment  is  another  man’s  failure. 

At  Sheppard  Pratt,  we  don’t  shoehorn  people  into  a program, 
sacrificing  individualization.  Instead  we  adapt  the  program  to  the 
individual. 

There  are  givens,  of  course.  We’re  abstinence-oriented,  and 
work  according  to  the  principles  of  Alcoholics  Anonymous  and 
Narcotics  Anonymous.  We  provide  a warm,  home-like  environ- 
ment. We  start  with  a thorough  evaluation  of  the  patient,  the 
problem  and  its  effects.  Then,  using  a multidisciplinary  team  of 
professionals,  we  move  each  patient  through  individual  and  group 
counseling  designed  to  get  results  as  quickly  as  possible,  including 
outpatient  follow-through. 

For  some,  this  means  intense  confrontation.  For  others,  gentle 
guidance.  Our  sensitivity,  experience  and  flexibility  enable  us  to 
determine  the  best  approach. 

If  you  are  sometimes  in  a position  to  refer  alcoholics  or  drug 
abusers  to  suitable  treatment  centers,  learn  more  about  the  indi- 
vidualized approach  at  Sheppard  Pratt. 

To  get  general  information  about  the  Shep- 
pard Pratt  Substance  Abuse  Program,  or  to  dis- 
cuss an  individual  case,  contact:  Dr.  David  Waltos, 

Admissions  Officer,  Sheppard  and  Enoch  Pratt 
Hospital,  PO.  Box  6815,  Baltimore,  Maryland 
21204.  (301)  823-8200. 
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Cut  your  wait  for  test  results  from  days  to  min- 
utes (or  even  seconds),  with  in-office  testing 
systems  from  Phytec. 

You’ll  he  able  to  give  more  authoritative 
patient  counsel  and  medication  tracking,  on 
the  spot.  You’ll  save  the  hours  you  once  spent 
phoning  patients  with  days-later  test  results. 
You’ll  enjoy  smoother,  more  predictable 
patient  flow  through  your  office. 

And  you’ll  be  able  to  hill  directly  for  testing 
services  that  you’ve  provided — instead  of  han- 
dling unprofitable  paperwork  for  outside  labs. 

Turn  bench  space  into  a 
profitable  in-office  lab. 

All  Phytec  equipment  is  designed  to  fit 
easily  into  your  office,  and  into  your  practice. 
Since  we  can  provide  all  installation,  supplies 
management,  and  operator  training — that’s 
very  easy  indeed. 

Versalyte  II®  sodium/potassium  analyzer: 
Takes  as  little  as  a 40pl  sample  of  whole  blood, 
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22  seconds. 
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crit. In  as  little  as  24  seconds. 
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art  chemistries  for  fastest  response,  best  accu- 
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tube  sizes  for  use  with  virtually  all  manual 
chemistry  analyzers.  For  more  information  on 
Phytec  systems,  or  for  a no-obligation  analysis 
of  how  in-office  testing  could  benef  it  your 
practice,  call  toll-free  800-742-8880.  Or  write. 
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BOARD  OF  TRUSTEES  VOTES 
TO  BID  FOR  PRO  CONTRACT 


PENNSYLVANIANS  SEEK 
OFFICE  AT  AMA’S  MEET 


BLUE  SHIELD  APPEALS  ORDER 
ON  CHIROPRACTIC  COVERAGE 


OUT  OF  COURT  SETTLEMENT 
ENDS  STAFF  BYLAWS  CASE 


The  Keystone  Peer  Review  Organization,  established  by  the  Society’s 
Board  of  Trustees  in  the  event  of  the  failure  of  the  Pennsylvania  Peer 
Review  Organization,  has  applied  to  be  designated  the  organization 
to  oversee  utilization  and  quality  of  care  review  of  hospitalized 
Medicare  patients.  At  a meeting  May  15,  the  Society’s  Board 
approved  the  incorporation  of  KePRO  and  established  a line  of  credit. 
Donald  E.  Harrop,  MD,  speaker  of  the  PMS  House  of  Delegates,  is 
president  of  the  interim  board.  Other  members  are  Drs.  Henry  H. 
Fetterman  (Allentown),  Martin  Murcek  (Greensburg),  Robert  J. 
Carroll  (Pittsburgh),  and  Robert  N.  Moyers  (Meadville).  The  KePRO 
application  was  delivered  June  3.  The  cancellation  of  the  contract 
with  PaPRO  reportedly  was  the  first  such  cancellation  since 
statewide  peer  review  contracts  were  awarded  last  October. 

The  1985  Annual  Meeting  of  the  AMA’s  House  of  Delegates  convenes 
June  16  in  Chicago.  The  Pennsylvania  Delegation  will  support  two 
candidates  in  the  election.  Betty  L.  Cottle,  MD,  of  Hollidaysburg, 
seeks  election  to  the  AMA  Board  of  Trustees.  She  currently  is 
chairman  of  the  AMA  Council  on  Constitution  and  Bylaws  and  is  on 
the  PMS  Board  of  Trustees.  R.  Robert  Tyson,  MD,  of  Philadelphia,  is 
a candidate  for  the  Council  on  Medical  Education.  Dr.  Tyson  is  vice 
president  of  PMS.  The  Pennsylvania  Delegation  also  will  support  a 
resolution,  which  it  introduced,  promoting  the  concept  of  Health 
Individual  Reserve  Accounts.  The  IRA  for  Health  would  permit  a 
change  in  the  funding  of  health  insurance  without  disrupting  the 
delivery  of  services  or  causing  a financial  crunch.  At  the  meeting  of 
the  Hospital  Medical  Staff  Section  of  the  AMA  June  13-17,  Edward 
H.  Dench,  Jr.,  MD,  of  State  College,  is  a candidate  for  reelection  to 
the  section’s  governing  council. 

Pennsylvania  Blue  Shield  has  asked  Commonwealth  Court  to 
overrule  an  order  from  the  Insurance  Department  mandating  the 
coverage  of  chiropractic  services  for  all  subscribers  at  no  increase  in 
premium.  William  R.  Muir,  acting  insurance  commissioner,  issued 
the  order  April  17.  Pennsylvania  Blue  Shield  estimates  the  cost  will 
be  $22  million  a year  and  claims  the  order  infringes  on  the 
company’s  right  to  negotiate  with  its  customers.  Pending  court 
action,  Blue  Shield  will  accept  claims  from  chiropractors  but  will  not 
process  them. 

The  suit  involving  the  Methodist  Hospital  in  Philadelphia  over  the 
right  of  the  hospital  medical  staff  to  self-governance  has  been 
settled.  The  hospital’s  governing  board  on  April  24  unanimously 
approved  bylaws  which  had  been  adopted  by  the  medical  staff 
earlier.  The  bylaws  dispute  developed  last  summer  when  the 
governing  board  imposed  new  bylaws  on  the  staff  without  its 
approval.  The  medical  staff  filed  suit  in  July,  claiming  the  board  had 
no  right  to  withdraw  the  previous  bylaws  and  impose  others.  The 
Pennsylvania  Medical  and  Philadelphia  County  Medical  Societies  filed 
an  amicus  curiae  brief  and  the  State  Society  in  September  authorized 
financial  aid  to  help  defray  legal  costs.  The  AMA  joined  in  the  brief 
and  matched  the  funds  in  December.  In  November  the  Joint 
Commission  on  Accreditation  of  Hospitals  ordered  the  hospital  to 
work  for  a solution  in  90  days  or  lose  its  accreditation.  The 
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VISIT  WASHINGTON  OFFICIALS 


COURT  REJECTS  AMA  SUIT 
ON  MEDICARE  AMENDMENTS 


SOCIETY  REVIEWS  REPORT 
ON  MEDICAL  LIABILITY 


hospital’s  acting  administrator  and  the  president  of  the  medical  staff 
joined  to  develop  new  bylaws,  using  the  original  medical  staff 
bylaws  as  a base. 

Hospitals  may  use  their  own  incident  reporting  forms  if  that  is 
preferable  to  using  the  document  known  as  PERTS  (PHICO  Event 
Report  and  Trending  System).  Hospitals  insured  by  the  Pennsylvania 
Hospital  Insurance  Company  (PHICO)  may  still  use  the  PERTS  form, 
but  its  use  is  not  mandatory.  PMS  asked  for  a clarification  after 
some  members  voiced  concern  about  the  form.  PERTS  has  been 
modified  to  eliminate  problem  areas,  but  physicians  who  object  to  its 
use  should  discuss  the  matter  with  the  hospital  medical  staff  and 
hospital  administration.  Further  information  is  available  from  the 
PMS  Hospital  Medical  Staff  Section. 

Representatives  of  the  PMS  Council  on  Medical  Economics  met  with 
Reagan  Administration  officials  May  8 and  9 in  Washington  on 
health  care  issues.  Representing  the  Society  were  George  R.  Fisher, 
MD,  Philadelphia;  William  R.  Beltz,  MD,  Williamsport;  and  Mary  J. 
Kinosian,  MD,  Franklin.  They  met  with  Carolyn  Davis,  PHD,  head  of 
the  Health  Care  Financing  Administration;  William  Roper,  MD, 
special  assistant  to  President  Reagan;  Donald  A.  Young,  MD, 
executive  director  of  HCFA’s  Prospective  Payment  Advisory 
Committee;  and  Frank  Seubold,  MD,  director  of  the  Office  of  Health 
Maintenance  Organizations.  Among  the  subjects  discussed  were 
methods  for  health  care  cost  containment,  reimbursement  for 
physicians,  prospective  payment  systems,  and  health  maintenance 
organizations. 

The  Federal  District  Court  in  Indianapolis  has  dismissed  a suit 
testing  the  constitutionality  of  the  provisions  affecting  Medicare  in 
the  Deficit  Reduction  Act  of  1984.  The  suit  brought  by  the  American 
Medical  Association  said  the  provisions  stopped  physicians  from 
freely  contracting  with  patients  and  restricted  the  services  available 
to  Medicare  patients.  The  court  dismissed  the  suit,  saying  the  AMA 
had  no  cause  for  a suit,  since  patients  had  not  been  denied  care 
because  of  the  fee  freeze.  The  Act  froze  for  15  months  the  fees 
Medicare  pays  to  physicians  and  offered  incentives  if  physicians 
signed  to  accept  assignment  for  all  Medicare  claims.  Nationwide 
about  30  percent  of  physicians  signed.  In  Pennsylvania  over  50 
percent  agreed  to  accept  assignment. 

A report  on  medical  liability  in  Pennsylvania  commissioned  by  PMS, 
the  hospital  association,  the  bar  association  and  the  trial  lawyers 
was  released  May  1 in  preliminary  form.  Alfred  Hofflander,  PhD,  of 
UCLA,  and  Blaine  Nye,  PhD,  of  Stanford  University,  conducted  the 
special  study  on  malpractice.  The  Society’s  Task  Force  on 
Professional  Liability  Insurance  will  review  the  report  at  its  meeting 
this  month. 
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there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
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• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
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editorial 

VDTs— a medical  perspective 


In  the  April  and  May  issues  of  Pennsylva- 
nia Medicine  we  reviewed  some  of  the  appli- 
cations for  computers  as  they  affect  our  per- 
sonal lives  and  our  professional  practices. 
Individually,  we  may  choose  not  to  acquire 
computer  equipment  and  database  access,  but 
those  who  regularly  provide  services  to  us,  in- 
cluding third  party  payors,  medical  records  de- 
partments, and  medical  literature  information 
services,  are  utilizing  computer  capabilities.  It 
is  probable  that  as  use  of  video  display  termi- 
nals (VDTs)  increases,  we  will  be  called  upon  to 
deal  with  yet  another  aspect  of 
computerization — that  of  health  hazards  asso- 
ciated with  VDT  operation. 

It  is  generally  acknowledged  that  health 
problems  of  VDT  operators  fall  into  three  ma- 
jor categories:  physiologic,  psychologic,  and  vi- 
sual. 

Psychological  aspects  are  best  described  in 
terms  of  stress.  Mechanization  and  high  tech- 
nology traditionally  have  meant  people  replace- 
ment to  the  American  worker.  Even  though 
this  may  not  be  the  case,  new  skills  must  be 
learned  in  order  to  continue  to  function  ade- 
quately in  one’s  position.  Krupp  and  Chatton, 
in  ‘‘Current  Medical  Diagnosis  and  Treat- 
ment,” note  that  ‘‘(s)tress  exists  when  the 
adaptive  capacity  of  the  individual  is  over- 
whelmed by  events.”  Evidence  of  stress  is  of- 
ten seen  as  irritability,  fatigue,  tension,  head- 
aches, or  depression.  These  symptoms  have 
been  reported  by  VDT  operators.  Such  stress 
reduction  techniques  as  use  of  high  quality 
equipment  and  implementation  of  comprehen- 
sive training  programs,  frequent  rest  breaks 
during  periods  of  heavy  demand,  and  adaptive 
work  stations  and  surroundings  should  be  em- 
ployed. 

Physiological  discomforts  noted  in  VDT  op- 
erators include  backache,  neck  and  shoulder  fa- 
tigue, and  pain.  Much  of  the  physical  difficulty 
encountered  by  operators  can  be  traced  to 
poorly  designed  work  stations,  with  stationary 
screens,  chairs  at  improper  heights,  keyboards 
at  uncomfortable  angles.  The  problems  of  per- 
sons who  wear  bifocals  are  intensified  as  they 
try  to  adjust  body  position  in  order  to  see  the 
VDT  screen. 


Visual  complaints  can  be  combined  into  one 
general  category— “eyestrain.”  Symptoms  in- 
clude burning,  itching,  headache,  blurring  of  vi- 
sion, focusing  difficulty,  or  double  vision.  These 
problems  are  usually  related  to  the  VDTs 
themselves  or  surroundings  in  which  they  are 
placed.  For  example,  light  from  a window  that 
falls  directly  on  the  VDT  screen  or  very  bright 
overhead  lighting  causes  screen  glare.  Con- 
versely, too  little  light— or  a dirty  screen— 
creates  eye  fatigue.  An  interesting  phenome- 
non, best  described  as  transient  chromatopsia, 
has  been  noted  by  some  operators.  Literally 
translated,  this  is  a condition  in  which  all  ob- 
jects appear  abnormally  colored.  Screen  size, 
letter  character  size  and  sharpness  of  focus, 
and  the  amount  of  flicker  all  contribute  to  effi- 
cient VDT  operation.  High  quality  equipment 
with  individual  adjustments  for  screen  and 
keyboard  angles  would  help  to  produce  the  op- 
timum work  situation. 

One  additional  health  hazard  that  merits 
mention  is  the  possibility  of  radiation  induced 
disorders.  There  have  been  reports  in  the  lay 
press  of  cataracts,  cancer,  birth  defects,  and 
miscarriages  in  VDT  operators.  Although  low 
level  radiation  emissions  from  VDTs  have  been 
reported,  the  cause  and  effect  remains  largely 
unproven.  The  March  of  Dimes  Birth  Defects 
Foundation  in  its  March  1983  report  indicated 
that  no  connection  exists  between  poor  preg- 
nancy outcomes  and  VDT  operation.  Any  birth 
defects  reported  appear  to  be  chance  occur- 
rences unrelated  to  radiation  exposure.  Al- 
though it  does  not  appear  that  short-term  low 
level  radiation  exposure  causes  any  serious 
medical  problems,  the  long  term  effects  of  ex- 
posure remain  unknown  and  are  worth  moni- 
toring for  future  developments. 

As  use  of  VDTs  increases  in  industry,  physi- 
cians should  be  aware  that  health  complaints 
may  arise  in  persons  operating  the  equipment. 
The  best  treatment  appears  to  be  the  “ounce  of 
prevention.” 


David  A.  Smith,  MD 
Medical  Editor 
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When  Excellence  Means  Everything 


newsfronts 

Conference  examines  hospital,  staff  relations 


Over  370  physicians— a record  num- 
ber-attended the  1985  PMS  Leader- 
ship Conference.  The  meeting,  held 
April  17  and  18  in  Hershey,  focused  on 
the  changing  relationship  between  phy- 
sicians and  hospitals. 

The  general  session  opened  at  1 p.m. 
on  the  first  day  of  the  conference  with 
an  address  by  Dennis  S.  O’Leary,  MD, 
on  new  developments  in  the  relation- 
ship between  hospitals  and  their  medi- 
cal staffs.  Dr.  O’Leary  is  dean  for  clini- 
cal affairs  at  George  Washington 
University  Medical  Center  in  Washing- 
ton, DC. 

“Effective  systems  for  the  future,”  he 
said,  “are  going  to  require  integrations. 
In  order  to  be  successful,  hospitals  are 
going  to  have  to  work  with  their  medi- 
cal staffs  and  provide  a full  range  of  op- 
portunities for  the  medical  staffs  to  par- 
ticipate in  the  development  of  these 
integrated  delivery  systems. 

“Doctors  and  hospitals  do  have  some- 
thing in  common,”  he  said.  “They  are 
the  last  of  the  patient  advocates.  Both 
care  about,  want,  and  indeed  must  in- 
sist on  quality  health  care.” 

A discussion  on  the  physician’s  side 
of  medical  staff  legal  issues  followed  Dr. 
O’Leary’s  keynote  address.  Betty  Jane 
Anderson,  Esq.,  associate  general  coun- 
sel for  the  AMA,  and  Fred  Speaker, 
Esq.,  of  Pepper,  Hamilton  and  Scheetz, 
fielded  questions  from  the  floor  about 
the  legal  status  of  medical  staffs  and  re- 
lated concerns. 

Josephine  G.  Kaple,  PhD,  gave  an  ad- 
dress on  managing  under  prospective 
payment  that  reviewed  the  perfor- 
mance of  hospitals  under  the  DRG  sys- 
tem. A medical  economist,  Dr.  Kaple 
was  directly  involved  with  the  develop- 
ment of  the  federal  payment  system. 

AMA  President  Joseph  F.  Boyle, 
MD,  spoke  on  remodeling  organized 
medicine  to  meet  the  needs  of  hospital 
medical  staff  members.  “The  challenge 
to  us  as  individual  physicians  and  as 
members  of  associations  is  to  adapt  to 
the  new  setting,”  he  said. 

A special  presentation  on  public  rela- 
tions closed  Wednesday’s  session.  Toba 
Cohen,  the  AMA’s  director  of  communi- 
cations, gave  the  national  organiza- 


tion’s position  on  public  relations  is- 
sues. Irving  Williams  III,  MD,  chair- 
man of  the  Ad  Hoc  Committee  on  Pub- 
lic Relations,  showed  some  of  the  com- 
mittee’s ideas  for  a proposed  campaign 
to  improve  the  public’s  perception  of 
physicians. 

On  Thursday  a breakfast  gathering 
featuring  Abraham  J.  Twerski,  MD, 
preceded  the  general  session.  Dr. 
Twerski,  who  spoke  on  giving  patients 
hope,  is  clinical  director  of  the  depart- 
ment of  psychiatry  at  St.  Francis  Gen- 
eral Hospital,  Pittsburgh. 

The  general  session  began  with  a 
panel  discussion  on  maintaining  quality 
amidst  change,  moderated  by  Richard 
F.  Corlin,  MD,  of  Santa  Monica,  Califor- 
nia, chairman  of  the  AMA  Study  Com- 
mittee on  Hospital  Medical  Staffs.  John 
A.  Russell,  president  of  the  Hospital 
Association  of  Pennsylvania,  and  Lee 
H.  McCormick,  MD,  chairman  of  the 
PMS  Hospital  Medical  Staff  Section’s 


governing  council,  participated  on  the 
panel. 

The  role  of  county  medical  societies  in 
health  care  delivery  was  the  topic  of  the 
address  of  Society  President  D.  Ernest 
Witt,  MD.  Besides  being  a place  for  in- 
ternal discussion,  the  county  society 
should  serve  as  a means  of  communica- 
tion to  the  public  at  a local  and  personal 
level,  he  said.  “When  charges  are  made 
about  rising  health  care  costs,  and  when 
so-called  remedies  are  proposed  by  gov- 
ernment or  third  party  payers,  ordinary 
citizens— your  patients  and  mine— ac- 
cept them  because  they  have  never 
heard  any  explanations  to  the  contrary. 
We  must  get  our  side  of  the  story  out;  it 
may  be  of  benefit  both  to  them  and  to 
us.” 

John  Y.  Templeton  III,  MD,  chair- 
man of  the  Task  Force  on  Professional 
Liability  Insurance,  gave  a medical  lia- 
bility update. 

John  A.  Kibelstis,  MD,  spoke  about 


J.  JOSEPH  DANYO,  MD,  AND  FRED  SPEAKER,  ESQ. 


LEE  H.  MCCORMICK,  MD,  JOHN  A.  RUSSELL,  AND  RICHARD  F.  CORLIN,  MD 
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Tral ler  Life  16.00 

(Travel  A Leisure  20.00  12.00 
True  Story  14.95  8.97 

TV  Guide  31.20  26.00 

Twilight  Zone  15.00  11.97 

Ultrasport  11,95 

USA  Today  92.00  65.00 

U.S.News  A World. Rep. 41. 00  20.50 
U.S.News  Washington  Letter  39.00 
Us  Magazine  23.95  14.95 

Vanity  Fair  12.00  9.00 

Vegetarian  Times  19.95  14.95 

Venture  18.00  9.00 

Video  15.00  7.50 

Video  Review  12.00  6.97 

Village  Voice  32.76  22.00 

Vogue  24.00  21.00 

2 yrs.  40.00 

“W  Magazine  26.00  17.95 

Weight  Watchers  13.97  11.97 

W. Coast  Rev  of  Books  12.00  8.94 

Wind  Surf  Magazine  19.00  17.95 

Woman's  Day  13.35 

Women's  Sports  12.00  8.95 

Workbasket  6.00  5.00 

Workbench  6.00  5.00 

Working  Mother  11.95  9.95 

Working  Woman  16.00  12.00 

World  Press  Review  17.95  11.98 

World  Tenn ls:8  Iss  10.65  9.97 

Writer's  Dig. :9  iss  18.00  9.97 

Yachting  20.00  16.97 

Yankee  (Colonial)  15.00  12.95 

YM  (Young  Miss  Mag.)  14.00  10.95 
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the  Pennsylvania  Peer  Review  Organi- 
zation (PaPRO).  Dr.  Kibelstis  is  a mem- 
ber of  the  board  of  PaPRO. 

The  conference  closed  with  a presen- 
tation on  “How  Physicians  Can  Win 
the  Battle  Against  Hospital  Domi- 
nance,’’ by  Walter  McClure,  PhD,  presi- 
dent of  the  Center  for  Policy  Studies, 
Minneapolis,  Minnesota.  He  suggested 
ways  physicians  can  safeguard  their 
professional  independence  within  the 
hospital  setting.  “Physicians  must 
teach  the  bulk  purchasers  (of  health 
care)  how  to  ‘buy  right,’  ” Dr.  McClure 
said.  “Physicians  must  develop  the 


practical  information  systems  that  pur- 
chasers need  to  access  quality  and  effi- 
ciency. If  not,  then  I fear  for  the  future 
of  our  medical  care  system.” 

This  year,  two  seminars  were  offered 
preceding  the  general  session  April  17. 
George  Miaoulis,  PhD,  professor  of 
marketing  at  the  University  of  South- 
ern Maine,  addressed  the  physician’s 
role  in  marketing  health  care  in  a pro- 
gram sponsored  by  The  Educational 
and  Scientific  Trust  of  PMS,  and  the 
Council  on  Medical  Practice.  Ronald  P. 
Monsaert,  MD,  of  the  Pennsylvania  Di- 
abetes Academy,  spoke  on  prevention 


and  treatment  of  the  complications  of 
diabetes. 

Also  preceding  Wednesday’s  session, 
the  Society’s  Hospital  Medical  Staff 
Section  (HMSS)  held  its  second  meet- 
ing. More  than  100  Pennsylvania  hospi- 
tals were  represented.  Delegates  heard 
a panel  discussion  on  philosophical  and 
legal  aspects  of  joint  venturing.  Panel- 
ists Donald  W.  Spalding,  John  J.  Schu- 
bert, MD,  and  Paul  E Danello,  Esq., 
participated.  Mr.  Spalding  is  president 
of  Sewickley  Valley  Hospital  and  Mr. 
Danello  is  an  attorney  with  Memel,  Ja- 
cobs, Piemo  & Gersh,  Washington,  DC. 
Brian  M.  Peters,  JD,  of  Post  and  Schell 
in  Philadelphia,  defined  the  role  of  non- 
physician practitioners  in  Pennsylvania 
hospitals.  The  HMSS  also  passed  reso- 
lutions on  medical  liability  and  health 
care  cost  containment  for  the  PMS 
House  of  Delegates  in  October. 

Members  of  the  Leadership  Confer- 
ence Committee  are:  Robert  N.  Moyers, 
MD,  Meadville,  chairman;  Robert  J. 
Carroll,  MD,  Pittsburgh;  Betty  L.  Cot- 
tle, MD,  Hollidaysburg;  J.  Joseph 
Danyo,  MD,  York;  David  L.  Miller,  MD, 
New  Bethlehem;  Irving  Williams  III, 
MD,  Lewisburg;  and  D.  Ernest  Witt, 
MD,  PMS  president. 

Audio  tapes  of  the  individual  presen- 
tations made  at  the  Leadership  Confer- 
ence, as  well  as  tapes  of  the  Hospital 
Medical  Staff  Section  meeting  are  avail- 
able for  $4  each.  Contact  Debbie  Faesel 
at  717-763-7151  for  tapes  of  conference 
presentations,  or  Denise  Zimmerman  at 
that  number  for  medical  staff  section 
tapes. 


MEDICAL  DIRECTORS 

NEEMA  MEDICAL  SERVICES  announces  unique  opportunities  for 
physicians  who  are  Board  eligible  or  certified  in  a primary  care  specialty, 
with  clinical  background  or  expertise  in  developmental  disabilities/chronic 
care  medicine  and  who  have  supervisory/administrative  experience.  Join  a 
creative,  growing  professional  organization  in  a Medical  Director’s  position 
that  offers: 

• Competitive  compensation 

• Regular  week-day  hours  with  largely  optional  call/coverage 

• Paid  malpractice 

• Paid  vacation,  holidays  and  continuing  medical  education  leave 

• Opportunity  to  initiate  and  direct  a comprehensive  health  care  program 

Positions  are  or  will  be  available  in  New  Hampshire,  New  Jersey, 
Pennsylvania  and  other  areas  throughout  the  United  States.  Some  staff 
positions  are  also  available  in  these  practices. 

For  additional  information,  please  mail  inquiries  to  NEEMA  Medical 
Services,  399  Market  Street,  Suite  400,  Philadelphia,  Pennsylvania  19106,  or 
contact  Mr.  Robinson  on  1-800-523-0776  (outside  Pennsylvania)  or 
1-215-925-3511  (in  Pennsylvania  or  outside  the  United  States). 
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BALANCED 
CALCIUM  C 
BT 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronaiy  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effortassociated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AP,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  ~ " ' 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  ah  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilbazem  HCI) 

30  mu  and  6<)  mg  tablet*. 

DESCRIPTION 

CARDIZEM  ' (diltiazem  hydrochloride)  is  a calcium  ion  Influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4l5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2.3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


ch?ch2nich3i? 


Diltiazem  hydrochloride  is  a white  to  ofl-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98  Each  tablet  ot  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  ot  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
(low  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  ot  a negative  inotropic  effect,  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  In  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  tirst-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  ot  959  chronically  treated  patients 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARQIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  orai 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  ot  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal’s  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1,  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  ot  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury-  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
trom  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers,  it  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug’s  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (21%),  nausea  (19%).  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  ot  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM  erythema  multiforme;  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0  60  to  10  mg)  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously 
Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  ludgment  and  experience  ol  the  treating 
physician. 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDM’s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LDM  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient  s 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NOC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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State  leads  in  use  of  Rx  stimulants,  depressants 


Pennsylvania  led  all  other  states  in 
the  collective  use  of  prescription  stimu- 
lants and  depressants  in  1983,  a report 
from  the  federal  Drug  Enforcement  Ad- 
ministration said. 

The  report  ranks  per  capita  consump- 
tion of  22  controlled  prescription  drugs 
in  all  the  states,  the  District  of  Colum- 
bia, Puerto  Rico,  Virgin  Islands,  and 
Guam.  Pennsylvania  was  listed  among 
the  top  ten  for  12  of  the  drugs.  Only  the 
District  of  Columbia,  which  appeared  in 
the  top  ten  for  14  of  the  drugs,  ranked 
higher. 

Pennsylvania  was  number  one  in  dis- 
pensing the  stimulant  amphetamine, 
and  the  depressant  secobarbital.  It  was 
second  in  dispensing  methamphet- 
amine  (Desoxyn,  Abbott)  and  phen- 
metrazine  (Preludin,  Boehringer  In- 
gelheim),  and  the  depressant  metha- 
qualone.  Manufacture  of  methaqualone 
was  discontinued  in  1984.  The  state 
was  third  in  the  distribution  of  pow- 
dered opium,  and  fourth  with  tincture 
of  opium  (Paregoric,  Roxane),  fentanyl 


(Innovar,  Sublimaze,  Janssen)  and  amo- 
barbital  (Amytal,  Lilly). 

The  rest  of  the  scheduled  drugs  most 
often  prescribed  in  Pennsylvania  are 
narcotics.  Pennsylvania  was  sixth  in 
dispensing  oxycodone  (Percodan,  Per- 
cocet,  Du  Pont;  Tylox,  McNeil).  The 
state  ranked  eighth  in  distributing 
methodone,  and  ninth  for  hydro- 
morphone  (Dilaudid,  Knoll). 

In  comparison,  New  Jersey  is  not 
listed  in  the  top  ten  for  dispensing  any 
controlled  prescription  drug.  New  York 
and  Delaware  fall  into  the  top  ten 
for  one  drug  each,  and  Maryland  for 
four  drugs.  Ohio  is  the  only  neighboring 
state  that  comes  close  to  Pennsyl- 
vania—it  appears  as  one  of  the  top  ten 
in  prescriptions  for  nine  drugs. 

H.  Arnold  Muller,  MD,  state  secre- 
tary of  health,  said  the  health  depart- 
ment mounted  an  educational  cam- 
paign to  make  physicians  aware  of  the 
problem  when  a preliminary  report 
from  the  Drug  Enforcement  Adminis- 
tration showed  Pennsylvania  was  num- 


ber one  in  amphetamine  distribution 
through  the  second  quarter  of  1983. 

“The  drugs  listed  (in  the  federal  stud- 
ies) were  prescribed  by  physicians  and 
dispensed  by  them  or  through  pharma- 
cies. They  were  reported,  as  required  by 
law,  to  the  federal  agency.  Drugs  that 
may  have  been  stolen,  diverted  at  the 
wholesale  level,  or  illegally  manufac- 
tured or  imported  are  not  included,”  Dr. 
Muller  said. 

Dr.  Muller  said  physicians  who  over- 
prescribe are  in  the  minority,  but  it 
takes  only  a few  to  create  a large  drug 
problem.  He  said  physicians  who  mis- 
prescribe  could  be  motivated  by  greed 
for  profits;  those  whose  professional 
competence  has  been  impaired  by  sub- 
stance abuse  or  mental  illness;  those 
who  have  not  kept  pace  with  pharma- 
cology; or  those  who  are  duped  by  the 
tactics  of  patients.  He  asked  individual 
physicians  and  county  medical  societies 
to  apply  peer  pressure  on  physicians 
they  know  are  overprescribing  con- 
trolled prescription  drugs. 


COMPUTER  PROBLEMS? 

If  you  have  a computer  and  you  still  have  problems  you  thought  it  would  solve,  especially  billing  and 
collections,  talk  to  us  — GMA. 

We  specialize  exclusively  in  medical  practices. 

Founded  in  1979,  GMA  provides  billing  and  collection  service  on  your  computer,  in  your  office,  for  you. 

Yes,  we  will  provide  our  staff  in  your  office  to  operate  your  computer,  do  all  your  billing  and  all  your 
follow-ups  and  collecting. 

We  are  experts.  Medical  billing  and  accounts  receivable  management  is  our  only  business. 

If  you  think  that  the  best  of  both  worlds  (your  computer  and  our  expertise)  may  be  the  solution  to  your  office 
problems,  give  me  a call  at  (215)  667-7749,  or  simply  return  the  business  reply  coupon  below. 

An  initial  evaluation  of  your  situation  is  at  no  charge. 

ROD  MEYERS,  GMA,  ONE  BALA  AVENUE,  SUITE  3H,  BALA  CYNWYD,  PA  19004 

P.S.  We  can  also  help  you  on  a consulting  arrangement. 


I WANT  TO  LEARN  MORE 

ABOUT  HOW  GROUP  MANAGEMENT  ASSOCIATES 
WILL  IMPROVE  MY  FINANCIAL  SITUATION 

Please  have  an  Administrative  consultant  phone  for  an  appointment. 

Best  time  to  reach  me  is  

Practice  Specialty: 

Practice  Name: 

Individual: 

Address:  

City: 

State: Zip: Phone: 
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lOfiC  The  world  loses 
I v/ww  Bernard  Baruch, 

>r.  Albert  Schweitzer,  Adlai 
tevenson,and  Winston  Churchill 

Legislation  gives  Americans 
ledicare  — medical  care  for 
ur  senior  citizens. 

On  July  30,  1965,  Medicare 
, signed  into  law  by  President 
yndon  Johnson,  assuring 
omprehensive  health 
isurance  for  all  American 
tizens  age  65  or  older.  Its 


basic  plan  covers  hospital  care, 
including  hospitalization  up  to 
90  days,  nursing  home  care  to 
100  days,  some  health  service 
visits,  and  out-patient 


diagnostic  services.  By  the  end 
of  1965,  9,000,000  people  are 
enrolled. 

The  idea  that  citizens  have  a 
right  to  free  medical  care  had 
been  urged  much  earlier  by 
President  Franklin  D. 
Roosevelt.  With  Medicare  it 
becomes  a reality  for  senior 
citizens  . . . who  now  comprise 
1 1 % of  our  population  and 
use  25%  of  all  prescription  and 
over-the-counter  drugs. 


Thrift  Drug 


Pennsylvania  based,  Pennsylvania  managed.  Serving  you  better  through  Progress  in  Pharmacy 
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Philadelphia  CMS  honors  local  physicians 


The  Philadelphia  County  Medical  So- 
ciety honored  over  50  physicians  at  a 
ceremony  in  May.  Four  major  awards 
were  given,  along  with  48  awards  for  50 
years  of  service  to  medicine. 

Strittmatter  Award 

The  Strittmatter  Award  for  1984  was 
presented  to  John  V.  Blady,  MD,  for 
valuable  contributions  to  the  healing 
art.  Dr.  Blady,  a specialist  in  surgery  of 
the  head  and  neck,  served  as  director  of 
the  Blady  Tumor  Clinic  at  Temple  Uni- 
versity Medical  Center  for  30  years,  and 
was  clinical  professor  of  surgery  at 
Temple  University  Health  Sciences 
Center  for  26  years. 

He  earned  his  medical  degree  from 
Duke  University  School  of  Medicine 
and  served  an  internship  in  surgery 
there.  After  completing  a residency  in 
radiology  at  Temple  University  Hospi- 
tal, he  was  a Rockefeller  fellow  special- 
izing in  cancer  surgery  at  Memorial 
Hospital,  New  York. 

Dr.  Blady  has  served  as  president  of 
the  James  Ewing  Society,  the 
Wainwright  Tumor  Clinic  Association 
of  Pennsylvania,  the  Philadelphia  divi- 
sion of  the  American  Cancer  Society, 
the  American  Radium  Society,  the  Phil- 
adelphia County  Medical  Society,  and 
the  Pennsylvania  Medical  Society.  Also, 
he  has  been  chairman  of  numerous  com- 
mittees in  these  medical  groups. 

The  Strittmatter  Award  was  estab- 
lished in  1923  by  I.  P.  Strittmatter,  MD, 
to  recognize  meritorious  service  to  the 
medical  profession.  A gold  medal  is  pre- 
sented each  year  to  the  physician  cho- 
sen by  the  county  society’s  Strittmat- 
ter Award  Committee. 

Cristol  Award 

The  Cristol  Award  was  established 
this  year  by  family  and  friends  of  Phila- 
delphia urologist  David  S.  Cristol,  MD. 
The  award  recognizes  the  individual  do- 
ing the  most  to  advance  the  cause  of  or- 
ganized medicine,  and  can  be  given  to  a 
nonprofessional  or  a physician.  As  with 
the  Strittmatter  Award,  the  recipient  of 
the  Cristol  Award  is  chosen  by  a society 
committee. 

Dr.  Cristol  has  been  an  active  member 
of  the  Philadelphia  CMS,  and  has  held 
many  positions  in  the  society,  including 
vice  president,  treasurer,  and  delegate 


DR.  BLADY 


to  the  PMS  House.  He  served  as  a 
member  of  the  Board  of  Directors  and 
the  Executive  Committee.  He  is  past 
chairman  of  the  Publications  Commit- 
tee and  the  Editorial  Board.  He  also 
contributes  to  medical  journals  includ- 
ing Philadelphia  Medicine  and  PENN- 
SYLVANIA Medicine. 

Wallace  G.  McCune,  MD,  is  the  first 
to  be  honored  with  the  Cristol  Award. 
Dr.  McCune,  an  internist,  served  the 
Philadelphia  County  Medical  Society  as 
treasurer  and  as  an  alternate  delegate 
to  the  PMS  House.  He  has  participated 
on  the  state  Society’s  Leadership  Con- 
ference Committee,  and  is  currently  a 
member  of  the  Council  on  Legislation  of 
PMS. 

After  graduating  from  University  of 
Chicago  School  of  Medicine,  Dr.  Mc- 
Cune completed  an  internship  and  resi- 

Future  meeting  notes 

PMS  Board  of  Trustees/Society  Headquar- 
ters/Wednesday, September  18 

Pennsylvania  Medical  Society  House  of 
Delegates/Bellevue  Stratford  Hotel/ 
Philadelphia/Friday,  October  25  to  Sun- 
day, October  27,  1985 

American  Medical  Association  Annual 
Meeting/Marriott  Hotel/Chicago/Sunday, 
June  16  to  Thursday,  June  20,  1985 

American  Medical  Association  Interim 
Meeting/Sheraton  Washington  Hotel/ 
Washington,  DC/Sunday,  December  2 to 
Wednesday,  December  5 


dency  in  medicine  at  Thomas  Jefferson 
University  Hospital.  Currently,  he  is 
chairman  of  the  department  of  medicine 
at  Germantown  Hospital,  and  clinical 
professor  of  medicine  at  Temple  Univer- 
sity School  of  Medicine. 

Krasnoff  Award 

The  Krasnoff  Award  for  the  Practi- 
tioner of  the  Year  was  given  to  Irwin 
Becker,  MD.  Dr.  Becker  has  maintained 
a family  practice  in  Philadelphia  since 
1965.  He  graduated  from  Jefferson 
Medical  College  of  Thomas  Jefferson 
University,  and  served  an  internship  at 
Cooper  Hospital  in  Camden,  New  Jer- 
sey. 

He  is  assistant  clinical  professor  of 
medicine  at  Temple  University  School 
of  Medicine.  Affiliated  with  the  Ger- 
mantown Hospital  and  Medical  Center, 
he  has  been  the  director  of  the  depart- 
ment of  family  practice  there  since 
1976.  He  has  served  as  chairman  of 
many  hospital  committees. 

Dr.  Becker  is  a former  president  of 
the  Philadelphia  Academy  of  Family 
Physicians,  and  a past  vice  president  of 
the  Philadelphia  chapter  of  the  Tech- 
nion  Society.  He  has  been  physician  to 
LaSalle  College  since  1978,  and  was 
physician  for  the  Philadelphia  Stars 
professional  football  team  in  1983  and 
1984. 

The  Krasnoff  Award  recognizes  ser- 
vice to  medicine  in  the  area  of  patient 
care. 

Kenneth  Appel  Award 

The  Kenneth  Appel  Award  is  pre- 
sented to  the  Philadelphia  area  psychi- 
atric resident  who  submits  the  best  pa- 
per on  clinical  psychiatry  relating  to 
experiences  in  therapy  or  research.  This 
year,  Mark  S.  Bauer,  MD,  won  the 
award  for  his  paper,  “The  Effect  of 
Changing  Thyroid  Function  on  Cyclic 
Affective  Illness  in  a Human  Subject.” 
Dr.  Bauer  is  a resident  in  psychiatry  at 
the  Hospital  of  the  University  of  Penn- 
sylvania. 

Kenneth  Appel  Honorable  Mentions 
were  given  to  Bruce  J.  Levin,  MD,  for 
his  work,  “Psychoanalysis  and  Neuro- 
physiology: Is  Brain  Imaging  the  Miss- 
ing Link?”  and  to  Mark  D.  Miller,  MD, 
for  “The  Use  of  Light  in  the  Treatment 
of  Depression.” 
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The  R*  for  Your  Investment  Ills 


Do  your  investments  display  these  often  fatal  symptoms? 

• High  risks? 

• Margin  calls? 

• Maintenance  fees? 

• Unfavorable  tax  treatment? 

• Lack  of  diversity? 

• Illiquidity? 


NUMISMATICS  HAS  BEEN  THE  CURE  FOR  THOUSANDS  OF  INVESTORS. 


$20  Gold  Saint 


$10  Gold  Indian 


RARE  COINS  ARE  THE  PREMIERE  INVESTMENT  OF  THE  1980’s 
This  Investment _ 

• Rose  a compounded  21.4%  each  year  for  the  last  ten  years. 

(SALOMON  BROTHERS  Investment  Bankers,  July  1984) 

• Fact  Magazine  (May  1985)  ranks  rare  coins  the  number  I investment  the  last  twelve  months. 

• Appreciated  30  out  of  the  last  3 1 years. 

• Outperformed  stocks  & bonds  by  350%  over  the  last  10  years. 

• Is  a private  investment,  free  from  government  reporting  requirements  and  intervention. 

TO  RECEIVE  BELLISARIO  RARE  COIN  GALLERY’S 
FULL  COLOR  BROCHURE  WHICH: 

• Explains  supply  and  demand 

• Charts  past  performance 

• Pictures  portfolios  for  rare  coin  investment 


Simply  fill  out  this  reply  coupon  and  mail  to: 

DELAWARE  FINANCIAL  CONSULTANTS 
102  E.  MAIN  STREET,  SUITE  203 
NEWARK,  DE  1971 1 

phone  (302)  366-8688 


Name 

Address 

City/State/Zip 

Office  phone home 

The  best  time  to  call  is  □ DAY  □ EVENING 
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Awards  presented  at  Leadership  Conference 


Karen  K.  Davis 

The  Society’s  traditional  Benjamin 
Rush  and  environmental  awards  were 
presented  along  with  three  special 
awards  at  the  Leadership  Conference 
Banquet,  April  17,  in  Hershey. 

A resident  of  Sharon,  Mercer  County, 
Mrs.  Shirley  Miller,  was  awarded  the 
Individual  Benjamin  Rush  Award  rec- 
ognizing her  voluntary  efforts  to  im- 
prove the  health  and  welfare  of  the  peo- 
ple in  her  area.  She  has  been  active  in 
many  organizations,  including  foster 
parent  support  groups,  and  the  group 
that  established  the  Juvenile  Justice 
Committee  in  Mercer  County.  She 
helped  to  start  a volunteer  service  bu- 
reau of  retired  adults,  and  initiated  the 
licensed  practical  nurses’  training  pro- 
gram in  the  Sharon  school  system  when 
she  was  a member  of  the  school  board. 
In  addition,  she  has  served  as  president 
of  the  board  of  a shelter  for  troubled  ad- 
olescent boys;  as  chairman  of  the  com- 


In  1985,  the  Allegheny  County  Medi- 
cal Society  (CMS)  will  examine  “the  role 
of  a professional  society  in  an  era  of  tur- 
moil.” County  society  president  Daniel 
H.  Brooks,  MD,  identified  four  areas  for 
action:  malpractice,  manpower,  moral 
issues,  and  the  medical  industrial  com- 
plex. He  calls  these  issues  the  “four 
‘M’s.” 

During  the  course  of  the  year,  the  so- 
ciety will  sponsor  programs,  make  stud- 
ies, and  support  research  projects  that 
deal  with  these  topics.  “The  society 
must  never  become  a reactive  self  inter- 
est group,”  Dr.  Brooks  said.  “We  must 
be  active  and  aggressive.” 

The  society  addressed  the  malprac- 
tice issue  at  its  Medical-Legal  Confer- 
ence with  the  county  bar  association  in 
April.  The  meeting  featured  speakers 
from  the  PMS  Liability  Insurance  Com- 
pany, a local  hospital,  the  medical  soci- 
ety, and  the  bar  association. 

The  Allegheny  CMS  Foundation  will 
fund  a study  on  manpower.  The  founda- 
tion has  commissioned  Pittsburgh’s 
Health  Policy  Institute  to  examine  the 
supply  of  and  demand  for  physicians  in 
southwestern  Pennsylvania.  The  insti- 


m unity  day  care  board;  as  a board  mem- 
ber of  the  local  rape  crisis  center;  and  as 
a member  of  the  advisory  committee  for 
the  Mercer  Adolescent  Project. 

The  Organizational  Benjamin  Rush 
Award  was  presented  to  Hogar  Crea  of 
Pennsylvania,  a Bethlehem  center  for 
re-educating  drug  addicts  and  alco- 
holics. Hogar  Crea  was  started  in 
Puerto  Rico  15  years  ago  as  a therapeu- 
tic community  were  addicts  are  re- 
educated. The  program  is  administered 
by  ex-addicts  who  have  completed  their 
training  successfully.  The  Bethlehem 
program,  opened  in  1981,  was  the  first 
in  the  United  States.  Members  of 
Northampton  County  Medical  Society 
have  donated  their  medical  services  to 
help  those  receiving  therapy. 

The  Rush  awards  honor  the  memory 
of  Dr.  Benjamin  Rush,  the  Philadelphia 
medical  leader  who  signed  the  Declara- 
tion of  Independence. 


tute  was  founded  in  1980  by  the  Alle- 
gheny Conference  on  Community  De- 
velopment to  investigate  health  care 
matters  in  the  region.  Dr.  Brooks  said 
that  after  the  number  and  types  of  pri- 
mary care  physicians  and  specialists 
are  analyzed,  training  programs  can  be 
modified  to  meet  future  needs. 

In  the  area  of  ethics,  CMS  officers  H. 
Lee  Dameshek,  MD,  and  Gilbert  A.  Fri- 
day, MD  are  cochairmen  of  a forum  on 
moral  issues  in  medicine. 

The  society  will  work  with  the  Health 
Policy  Institute  to  study  the  medical  in- 
dustrial complex.  The  rise  of  hospitals 
and  systems  of  care  that  operate  for 
profit  is  one  of  the  topics  to  be  exam- 
ined, Dr.  Brooks  said. 

The  society  also  is  launching  a public 
education  newspaper  campaign  to  ex- 
plain organized  medicine’s  position  on 
the  various  issues  and  current  county 
society  activities. 

“The  goal  of  the  society  is  to  create 
an  environment  in  which  major  health 
care  issues  can  be  effectively  discussed 
and  in  which  the  reform  of  the  health 
care  system  can  be  addressed  in  an  or- 
derly manner,”  Dr.  Brooks  said. 


The  Individual  Environment  Im- 
provement Recognition  Award  was 
given  to  John  L.  Schwartz  of  Turtle 
Creek,  who  organized  the  Turtle  Creek 
Watershed  Association  to  clean  up  the 
stream.  In  1969,  when  the  association 
was  founded,  Turtle  Creek  was  polluted 
with  mine  drainage  and  sewage.  Today 
the  stream  has  been  cleaned  and 
stocked  with  trout. 

Hopewell  High  School  Conservation, 
Fishing,  and  Hunting  Club,  of  Ali- 
quippa,  won  the  Society’s  Voluntary 
Agency  Environmental  Improvement 
Recognition  Award.  Student  members 
of  this  club  have  developed  and  main- 
tained a three-fourths  mile  nature  exer- 
cise trail  to  promote  the  cardiovascular 
health  of  community  residents.  The 
trail,  which  passes  through  the  woods 
without  disturbing  the  natural  beauty 
of  the  area,  enhances  the  environment 
and  increases  the  community’s  aware- 
ness of  physical  fitness. 

Thomas  J.  Kardish,  MD,  chairman  of 
the  Pennsylvania  Medical  Political 
Action  Committee  (PaMPAC),  accepted 
two  awards  for  PaMPAC  from  the 
American  Medical  Political  Action 
Committee  (AMPAC).  The  first  award 
was  for  improvement  in  the  number 
of  sustaining  members— those  who 
contribute  $100  per  year.  In  1984, 
PaMPAC  jumped  from  27th  place  to 
third  place  in  its  number  of  sustaining 
members.  PaMPAC  also  received  an 
award  for  placing  first  in  the  “all 
events”  category,  the  category  that 
takes  into  account  all  the  activities  of  a 
state  medical  political  action  commit- 
tee. Increased  contributions  from  mem- 
bers and  improvement  in  other  areas  al- 
lowed PAMPAC  to  rise  to  the  top  spot 
in  this  division  from  tenth  place  last 
year.  The  two  awards  were  presented  to 
PaMPAC  by  Peter  Lauer,  executive  di- 
rector of  AMPAC. 

A special  award  was  presented  to 
Pennsylvania  Medicine  for  outstand- 
ing design  and  editorial  content  by 
Anthony  Schiarretto  of  Sandoz  Phar- 
maceuticals. This  is  the  seventh  consec- 
utive year  the  journal  has  won  a prize  in 
the  Sandoz  Journalism  Awards  Pro- 
gram. David  A.  Smith,  MD,  medical  ed- 
itor, accepted  on  behalf  of  the  magazine. 


Allegheny  CMS  sets  theme  for  1985 
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Your  patient  is  disabled  and 
her  independence  is  at  stake. 

She  needs  someone  whose  only 
business  is  rehabilitation. 


You’ve  decided  that  your 
patient  needs  rehabilita- 
tion. Will  she  know  where  to 
get  it?  Because  your  patients 
trust  you  and  your  medical 


opinions,  they  look  to  you 
for  direction. 

Recommend  Harmarville.  At 

Harmarville,  comprehensive 
rehabilitation  is  our  total 
business  . . . and  has  been  for 
31  years.  We  add  life  to  the 
years  of  people  who  have 
suffered  such  problems  as 
stroke,  amputation,  spinal 
cord,  head  or  hand  injury 
and  chronic  pain. 

We  treat  the  total  person.  With 
specially  trained  and  experi- 
enced physicians,  nurses  and 
therapists— whatever  it  takes— 
our  team  approach  achieves 
the  highest  possible  level  of 
function  for  each  patient. 


Is  less  effort  acceptable?  H 

We  think  not.  Every  disability 
has  its  own  unique  problems, 
and  solutions.  Fortunately  for 
your  patients,  you  know  where 
they  can  find  the  solutions 
that  can  restore  their  lost 
independence.  Harmarville 
Rehabilitation  Center.  We 
add  life  to  years. 


newsfronts 


Dr.  O’Leary  urges  physicians,  hospitals  cooperate 


Karen  K.  Davis 

Relationships  between  physicians 
and  hospitals  have  “heated  up  a little 
bit,”  due  to  the  new  health  care  environ- 
ment, Dennis  S.  O'Leary,  MD,  believes. 
He’s  sure  that  recent  changes  in  the 
health  care  system  are  real,  they’re  here 
to  stay,  and  physicians  must  learn  to 
adapt  to  them. 

Dr.  O’Leary,  dean  for  clinical  affairs 
at  George  Washington  University  Med- 
ical Center  in  Washington,  DC,  is  the 
physician  who  kept  the  public  informed 
about  President  Ronald  Reagan’s  con- 
dition after  the  assassination  attempt. 
He  spoke  on  new  developments  in  the 
relationship  between  hospitals  and 
their  medical  staffs  in  Hershey  at  the 
Society’s  Leadership  Conference,  April 
17. 

“25  years  ago  was  the  beginning  of 
health  care  delivery  as  we  have  known 
it,”  he  said  in  his  keynote  address.  “It 
was  a time  of  federal  and  state  largess, 
based  on  a societal  imperative:  to  build 
the  best  health  care  system  in  the 
world.” 

In  the  past,  hospital  organizations 
were  set  up  on  the  traditional  tripartate 


system,  he  said.  A position  on  the  gov- 
erning board  usually  was  an  honor;  the 
medical  staff  was  made  up  of  busy  prac- 
titioners, and  the  administration  pri- 
marily controlled  information.  “In  the 
current  environment,”  he  went  on,  that 
kind  of  characterization  of  these  three 


elements  is  intolerable.  It’s  a sure-fire 
recipe  for  failure. 

“Effective  systems  for  the  future  are 
going  to  require  integrations,”  he  said. 
“In  order  to  be  successful,  hospitals  are 
going  to  have  to  work  with  their  medi- 
cal staffs  and  provide  a full  range  of  op- 
portunities for  the  medical  staffs  to  par- 
ticipate in  the  development  of  these 
integrated  delivery  systems.”  Success- 
ful institutions  will  have  groups  that 
are  not  concerned  with  power  or  author- 
ity, but  rather  with  getting  the  job 
done,  he  said.  They  will  recognize  that 
external  forces  are  exerting  pressure  on 
the  system,  rather  than  blaming  each 
other. 

“The  issue  in  the  final  analysis  isn’t 
who  has  the  rights,  because  you  can  ar- 
gue that  out  in  court.  But  at  the  point 
when  you  go  to  court,  it’s  all  over— 
everyone  has  lost. 

“Doctors  and  hospitals  do  have  some- 
thing in  common.  They  are  the  last  of 
the  patient  advocates.  Both  care  about, 
want,  and  indeed  must  insist  on  quality 
health  care,”  he  said. 

Hospitals  and  physicians  need  each 
other,  he  continued.  “There’s  no  such 
thing  as  a medical  staff  if  there  is  no 
hospital,  and  conversely,  there’s  no  such 
thing  as  a hospital  if  it  has  no  medical 
staff.  “We  must  work  together,”  he  told 
the  conference,  “to  create  a new  frame- 
work to  make  this  relationship  (between 
the  hospital  and  the  medical  staff)  a 
positive  one  for  tomorrow.” 

He  recommended  physicians  read  a 
report  written  by  a joint  task  force  of 
lawyers  from  the  American  Medical  As- 
sociation and  the  American  Hospital 
Association.  “This  document  doesn’t 
have  all  the  answers,  but  it  has  some 
good  guidelines  that  form  a basis  for  a 
working  relationship  between  the  medi- 
cal staff  and  the  governing  body.” 

He  urged  physicians  to  recognize 
change,  accept  it,  and  act  upon  it.  “It’s 
time  to  get  up  and  get  moving,”  he  said, 
“and  the  most  effective  way  to  move  is 
together.” 

For  a copy  of  the  “Report  of  the  Joint 
Task  Force  on  Hospital-Medical  Staff 
Relationships”  write  the  American 
Medical  Association’s  Office  of  the 
General  Counsel,  535  North  Dearborn 
Street,  Chicago,  IL  60610. 


WHY 

AMA? 


Commitment  to  main- 
taining high  Quality  at 
all  levels  ot  medical 
i w ■ / m • education  is  one  ot  the 

/I As  proudest  traditionsjhe  pities,  and 

' education,  participate  medical  education 

aplies  the  public  with X S standards  in  medical  edu- 
ues.  Proven  dedlcat'°  rpas09n  why  you  should  be  a part  ot 
ion:  it's  one  more  good  reason  wny  y 

i AMA. 
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EXCELLENCE  IN  HEALTH 
CARE  CONSTRUCTION... 

■ Ray  B.  Bracy  Construction,  Inc.  in  40  years  of 
General  Contracting  and  Construction  Management  has 
established  an  enviable  reputation  in  the  Health  Care 
Field  ■ The  projects  illustrated  are  examples  of  our 
Continuing  Commitment  to  Excellence  ■ 

■ We  were  chosen  by  National 
Medical  Care  to  construct  Kidney 
Dialysis  Centers  in  Allentown,  Beth- 
lehem and  Pottsville. 

■ The  facilities  required  specialized 
patient  areas  and  managerial  offices. 
Sophisticated  mechanical  systems 
were  designed  to  facilitate  the  opera- 
tion of  the  dialysis  equipment. 

■ All  three  centers  were  constructed 
within  existing  buildings  and  de- 
manded dose  coordination  between 
the  owner  and  Bracy  Construction 
to  achieve  their  on-time  completion. 


pip*  ■ 

\ ; 

§ ,v. 

■ The  20  MEV  Linear  Accelerator  complex  at 
The  Allentown  Hospital  was  negotiated  on  a 
guaranteed  maximum  price  for  Design  and 
Construction. 

■ The  Accelerator  is  housed  within  a massive 
concrete  structure,  specifically  designed  by  our 
physicist  and  architectural  team  and  also  in- 
cludes special  sheeting  for  the  containment  of 
nuclear  material. 

■ This  project  was  completed  ahead  of  schedule 
and  under  budget. 

■ Please  contact  us  to  discuss  your  next 
construction  project. 


ray  b.  bracy 

354  W.  Susquehanna  St. 


con/truction  inc. 

Allentown,  PA  18103  (215)791-3144 


Angina 
Protection 
with  Benefits  for 
a Lifetime 


ONCE- DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 


PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA — either  alone  or  with  a 
nitrate — is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets — 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 


START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE- DAILY 


LONG  ACTING 
CAPSULES 


80 

mg 


120 

mg 


160 

mg 


Ayerst 


The  appearance  of 
INDERAL  LA 
capsules  is  a registered 
I trademark  of 
1 Ayersl  Laboratories 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


JUST  ONCE  EACH  DAY  BklTlFBAI  I A 
FOR  SIMPLIFIED  CORE  Lrl  w w » 

THERAPY  IN  ANGINA  (PROPRANOLOL  HCI) 


80 

mg 


120 

mg 


160 

mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR) 
INDERAL1  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  tor  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  o 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  o 
propranolol,  resulting  trom  the  slower  rate  ot  absorption  of  propranolol  Over  a twenty-tour  24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 

eX^°INt}ERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  tour 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  convention^ 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  ot 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24 -hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INUtHAL  l 
can  provide  effective  beta  blockade  for  a 24-hour  period. 

The  mechanism  ot  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Amonq  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  ot 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatment  level  wth  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INUtHAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  ot  hypertensive  patients  WM  . M . 

In  angina  pectoris,  propranolol  generally  reduces  the  oAvuanreauiM|]M|toatTfl^MaP  at 
any  qiven  level  ot  effort  by  blocking  the  catecholamine  indue  • f men  ases  rn  'ho  head  rate  A 
systolic  blood  pressure,  and  the  velocity  and  i^gar  tial  contraction  iJropfenool|B 

may  increase  oxygen  requirements  by  increasing  lett  vmtri$ular  fitter  length,  end diastolic^, 
pressure  and  systolic  election  period  The  net  physlptogi  c effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pampnd 
increased  work  capacity 

In  dosages  greater  than  required  lor  beta  blocfestte,  INDERAL  also  exerts  a quinidme-like 
or  anesthetic-like  membrane  action  which  affects  ttej^diac  actjon^otential^  Th“ 
cance  of  the  membrane  action  in  the  treatment  of^jW^fijias  isflUBjSfejn 

The  mechanism  of  the  antimigraine  effect  ot  aopranolot  has  not  been  i stabli- 1 > < l 
adrenergic  receptors  have  been  demonstrated  laHtepaT  vessels  of  the  t rain.  I 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which.  b>  caus*'  of  patholog'C  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  pati>  nt  Bur  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,"  in  patients  wun  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  ot  sympathetic  drive 
which  should  be  preserved.  In  the  presence  ot  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies  . 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  tne  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe 
hypotension  Difficulty  m starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta  adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  ol 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adiust  the  dosage  ot  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  ol  hyperthyroidism 
Therefore,  abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
ol  hyperthyroidism  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIOHS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies  , , „ , 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  ot  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  eftects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  ot  significant 
drug  induced  toxicity  Thereynere  no  drug  related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  Judies  in  animals  did  not  show  any  impairment  ot  fertility  that  was 

• attrmuK)  tlflftJElp  . , , 

Pregnmpy  Pregnancy  CateSS*  C INuERAL  has  been  shown  to  be  embryotoxic  in 
Bjirnmal  s'udies  at  doses  aboui  IQ  times  mealefthan  the  maximum  recommended  human  dose 
Theiiate  no  adequate  and  wen-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  IW$BBrs  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDFRAI  IS  adjlSistered  to  a nursing  woman 

U diatric  Use : Satetv  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  ad.'-rsp  eftects  have  been  mild  and  transient  and  have 
rarely  requiredfihe  withdrawal  o'  therapy. 

ardmvascular . bradvcardia.Vjnqesttve  heart  laiture  intensification  of  AV  block,  hypo- 
tensioncjjares thesiu  o!  hands:  thromboc  .lopemc  purpur?  arterial  insufficiency,  usually  ot  the 
-'TTaynaudrype 

Central  Nervous  System:  lighthea  ledness.  mental  depression  mamtested  by  insomnia, 
lassitude,  weakness,  fatigue:  rewfeble  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory  bronchospasm 

Flematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus,  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  tor  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  tor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  ot  the  24-hour  dosing  interval 
HYPERTENSION  - Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  ot  a few  weeks 
(see  WARNINGS)  . . 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  It  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

♦The  appearance  ot  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

8833  384 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS,  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  ot  beta  receptors 


Ayerst 


AYERST  LABORATORIES 
New  York,  N Y.  10017 
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Valuable  addition  to  history  of  medicine 

Harry  Schwartz,  PhD 


The  AM  A and  US  Health  Policy  Since  1940 


Author:  Frank  D.  Campion 

Publisher:  Chicago  Review  Press,  Chicago 

603  pages  Price:  $25 

This  is  an  important  book.  I would 
go  further  and  say  that  nobody 
should  be  allowed  to  comment  seriously 
on  American  medical  economics  and 
politics  without  first  reading  and  think- 
ing about  this  volume.  It  is  not  the  de- 
finitive history  of  the  American  Medi- 
cal Association  since  1940,  but  nobody 
can  understand  today’s  AMA— let 
alone  write  some  future  definitive  his- 
tory—without  using  this  volume  as  a 
prime  resource. 

It  is  not  the  definitive  history  be- 
cause the  author,  Frank  Campion,  has 
been  an  AMA  employe  since  1970  and 
wrote  it  at  the  AMA’s  request.  So  this 
is  an  official  history  with  all  the  poten- 
tial weaknesses  of  an  official  history 
that  has  to  be  approved  by  those  who 
are  primary  actors  in  the  drama  being 
described.  Yet  I found  the  volume  much 
more  candid  than  I had  expected.  Frank 
Campion  is  a good  reporter  and  histo- 
rian, and  his  bosses  gave  him  a substan- 
tial amount  of  freedom.  In  addition  he 
had  freedom  of  access  to  many  of  the 
prime  movers  and  actors  in  his  story  so 
that  his  interview  notes  should  be  pre- 
served as  invaluable  source  material  for 
future  historians. 

In  1940,  when  the  book  begins,  the 
AMA  was  under  the  thumb  of  Morris 
Fishbein,  MD,  the  articulate  and  pro- 
lific writer  and  speaker  who,  as  editor  of 
the  Journal  of  the  American  Medical 
Association,  dominated  the  organiza- 
tion, acted  as  its  spokesman,  and 
through  the  profits  his  magazine  made, 
permitted  the  AMA  to  operate  without 
asking  dues  of  its  members.  Fee  for  ser- 
vice ruled  almost  unchallenged  and  the 
solo  practitioner  was  the  most  conspic- 
uous and  most  frequent  figure  among 
practicing  physicians. 

In  the  early  1980s,  when  this  book 
ends,  there  had  been  a scientific  revolu- 
tion that  made  the  medical  care  of  1940 


look  almost  as  primitive  as  the  medical 
care  of  1800  appeared  to  the  physicians 
of  1940.  The  number  of  doctors  in  the 
United  States  was  several  times  the 
number  in  1940  and  had  increased 
much  faster  than  the  population.  There 
had  been  an  economic  revolution  in 
medical  payment  that  had  made  the 
government  and  other  third  party  pay- 
ers (almost  non-existent  as  factors  in 
the  medical  marketplace  in  1940)  poten- 
tially dominant  in  that  marketplace. 

The  chief  executive  of  the  AMA  in 
the  early  1980s,  James  H.  Sammons, 
MD,  was  as  unknown  to  the  average 
American  then  as  Morris  Fishbein  had 
been  a household  name  40  years  earlier. 
The  AMA,  which  had  historically 
thought  of  itself  primarily  as  an  educa- 
tional and  scientific  body,  saw  itself  in 
the  early  1980s  as  charged  with  the 
task  of  representing  and  defending  phy- 
sicians’ interests  in  a new  world  where 
key  medical  decisions  were  being  made 
in  Congress  and  in  Big  Business  board- 
rooms.  And  when  his  story  ends,  the  fu- 
ture of  fee  for  service  and  the  solo  prac- 
titioner are  both  under  a big  question 
mark. 

The  author  tries  to  tell  this  whole  fas- 
cinating story  of  the  AMA’s  fundamen- 
tal transformation  with  due  attention 
both  to  the  changing  external  forces  in- 
fluencing the  AMA  and  the  internal 
forces  reflecting  splits  in  physician 


Dr.  Schwartz  currently  is  writer  in  residence 
at  the  College  of  Physicians  and  Surgeons  at 
Columbia  University.  His  many  articles  on 
health-related  matters  have  appeared  in  The 
New  York  Times,  Wall  Street  Journal,  New 
England  Journal  of  Medicine,  and  Medical 
Economics.  From  1951  to  1979  he  served  on 
the  editorial  board  of  The  New  York  Times. 


opinion  as  well  as  individual  rivalries 
for  power.  For  those  who  would  under- 
stand the  modern  AMA,  he  tells  in 
some  detail  the  story  of  how  the  old 
guard  AMA  leadership  which  had 
fought  Medicare  and  Medicaid  and  lost 
was  uprooted  and  supplanted  by  those 
he  calls  the  pragmatists,  of  whom  the 
chief  figure  today  is  Jim  Sammons. 
Hence  the  AMA  which  once  fought  so 
fiercely  against  socialized  medicine  had 
its  own  national  health  insurance  pro- 
posal before  Congress  in  the  1970s  and 
protests  today  against  cuts  in  federal 
appropriations  for  financing  medical 
care,  appropriations  that  were  once  an 
anathema  to  an  earlier  generation. 

The  role  of  Joe  Miller,  a nonphysician 
and  former  second  in  command  of  the 
AMA,  as  the  organization’s  political 
guru  is  spelled  out  in  considerable  de- 
tail. We  are  even  told  of  John  Kernodle, 
the  former  chairman  of  the  Board  of 
Trustees  who  might  be  sitting  in  Sam- 
mons’ chair  today  if  he  hadn’t  been  in- 
dicted and  then  pleaded  guilty  and  gone 
to  jail  after  charges  arising  from  his  role 
as  a banker. 

It  is  a complex  story  Campion  has  to 
tell  and  for  the  most  part  he  does  it  well. 
For  this  reader  the  chief  inadequacies 
were  the  failure  to  consider  at  sufficient 
length  why  the  AMA  today  represents 
only  a minority  of  American  physicians 
as  well  as  the  changing  economics  and 
sociology  of  the  medical  profession  that 
probably  lie  behind  that  situation.  But 
for  anyone  who  wants  to  understand 
what  the  AMA  is  now  and  how  it  got 
there,  Campion’s  book  simply  has  no  ri- 
val for  the  needed  information  and  ex- 
planation. And  physicians  who  want  to 
understand  what  goes  on  in  the  na- 
tional scene  of  their  premiere  organiza- 
tion would  do  well  to  read  this  book, 
which  is  so  weli  written  it  is  a pleasure 
to  peruse.  □ 
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• Denotes  PMS  membership  at  death. 

• Sidney  Barr,  Philadelphia;  University  of  Pennsylvania  School  of 
Medicine,  1949;  age  58,  died  February  17,  1985.  Dr.  Barr  was  an 
internist. 

• Merle  L.  Bowser,  McDonald;  University  of  Pittsburgh  School  of 
Medicine,  1916;  age  94,  died  March  17,  1985.  Dr.  Bowser  maintained 
a practice  in  McDonald  for  48  years. 

• George  C.  Brong,  Bath;  Hahnemann  University  School  of  Medi- 
cine, 1939;  age  72,  died  March  3,  1985.  Dr.  Brong  practiced  in  Bath 
for  over  40  years. 

• Richard  Alger  Brown,  Harrisburg;  Howard  University  College  of 
Medicine,  1932;  age  79,  died  April  5,  1985.  Dr.  Brown  was  a family 
practitioner  for  49  years. 

• Jacob  E.  Cambotti  Jr.,  Whitehall;  University  of  Health  Sciences, 
The  Chicago  Medical  School,  1974;  age  36,  died  April  5,  1985.  Dr. 
Cambotti  was  a surgeon. 

• Elizabeth  M.  Cleland,  Kane;  University  of  Pittsburgh  School  of 
Medicine,  1932;  age  78,  died  March  19,  1985.  Dr.  Cleland,  a pediatri- 
cian, practiced  for  more  than  50  years  in  Kane. 

• Ralph  H.  DeOrsay,  Drexel  Hill;  University  of  Pennsylvania  School 
of  Medicine;  age  79,  died  March  16,  1985.  Dr.  DeOrsay  was  a former 
president  of  Delaware  County  Medical  Society. 

• Toshio  Ezaki,  Allentown;  Hahnemann  University  School  of  Medi- 
cine, 1943;  age  67,  died  March  15,  1985.  Dr.  Ezaki  was  a retired  sur- 
geon and  former  head  of  Sacred  Heart  Hospital’s  cancer  clinic,  Allen- 
town. 

• Morris  Franklin,  Philadelphia;  Temple  University  School  of  Medi- 
cine, 1926;  age  89,  died  March  21,  1985.  Dr.  Franklin,  a general  prac- 
titioner, was  former  medical  director  of  the  Sidney  Hillman  Medical 
Clinic,  Philadelphia. 
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Gradual  Release 

LIPO-NICIN'7300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid 300  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (B-1)  25  mg 

Riboflavin  (B-2)  .2  mg. 

Pyridoxine  HCL  (B-6)  10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

LIPO-NICIN*/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (B-1)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B6)  10  mg 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 

LIPONICIN*/100  mg. 

Each  blue  tablet  contains 


Nicotinic  Acid  .100  mg 

Niacinamide  75  mg. 

Ascorbic  Acid . 150  mg 

Thiamine  HCL  (B-1)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN*  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur 
Contraindications:  Patients  with 
known  idiosyncrasy  (o  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 
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(br§E22)THE  brown  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  PDH 
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1985-86 

Again  this  year  the  August  issue  of 
Pennsylvania  Medicine  will  provide 

readers  with  a membership  directory 
and  other  health  services  information. 
Watch  for  this  special  issue — a valuable 
reference  you  will  use  for  an  entire  year. 

For  information  about  advertising  in 
this  special  issue,  contact  Jean  Beatty, 
717-763-7151. 


Angina  conies  in 
many  forms..* 


So  does 

SORBITRATE 

(ISOSORBIDE  DINITRAIE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg  5 mg  10  mg 

Sublingual  Tablets  Chewable  Tablets 


5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Oral  “Swallow”  Tablets  Sustained  Action 

“Swallow”  Tablets 
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See  following  page  for  brief  summary  of  prescribing  information. 
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SORBITRATE 

(ISOSOFBDE  DINITRATE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility : No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  it  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose- related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled- release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  arnbulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5, 5, 10  mg),  Chewable  Tablets  (5, 10  mq) 
Oral  Tablets  (5, 10, 20. 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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• Harvey  R.  Haupt  Jr.,  Reading;  Philadelphia  College  of  Osteo- 
pathic Medicine,  1960;  age  52,  died  March  5,  1985.  Dr.  Haupt  prac- 
ticed in  Reading  since  1968. 

• A.  A.  Hoch,  Hughesville;  University  of  Pittsburgh  School  of  Medi- 
cine, 1932;  age  77,  died  March  18,  1985.  Dr.  Hoch  maintained  a fam- 
ily practice  for  53  years. 

• Eugene  Clark  Ingoldsby,  Johnstown;  Georgetown  University 
School  of  Medicine,  1936;  age  74,  died  March  23, 1985.  Dr.  Ingoldsby 
was  a member  of  the  staff  of  Mercy  Hospital,  Altoona,  from  1938 
until  his  retirement  in  1980. 

• Alfred  P.  Leber,  Collegeville;  Hahnemann  University  School  of 
Medicine,  1941;  age  68,  died  February  28,  1985.  Dr.  Leber  was  a 
family  practitioner  in  Collegeville  from  1946  until  his  retirement  in 
1978. 

• Leo  A.  Levine,  Oil  City;  Hahnemann  University  School  of  Medi- 
cine, 1938;  age  72,  died  March  19,  1985.  Dr.  Levine  was  a family 
practitioner. 

• Stephen  Daniel  Lockey,  Lancaster;  Temple  University  School  of 
Medicine,  1932;  age  80,  died  April  8,  1985.  Dr.  Lockey  was  a pioneer 
in  the  recognition  and  treatment  of  allergies. 

• Samuel  C.  Stein,  Phdadelphia;  Jefferson  Medical  College  of 
Thomas  Jefferson  University,  1937;  age  73,  died  April  5,  1985.  Dr. 
Stein,  a pulmonary  specialist,  was  on  the  staffs  of  Graduate  Hospital 
and  the  Hospital  of  the  University  of  Pennsylvania. 

• Elwood  W.  Stitzel,  Holliday sburg;  Hahnemann  University  School 
of  Medicine,  1922;  age  87,  died  March  24,  1985.  Dr.  Stitzel  was  a 
pediatrician. 

• Suryakant  Talsania,  Philadelphia;  University  of  Bombay,  India, 
1946;  age  62,  died  March  3,  1985.  Dr.  Talsania  was  a surgeon. 

• Luther  L.  Terry,  Philadelphia;  Tulane  University  School  of  Medi- 
cine, 1935;  age  73,  died  March  29,  1985.  Dr.  Terry  was  the  former 
U.  S.  surgeon  general  famous  for  his  warning  of  the  dangers  of  ciga- 
rette smoking. 

• Peter  W.  Urbaitis,  Wernersville;  University  of  Pittsburgh  School 
of  Medicine,  1936;  age  74,  died  April  1,  1985.  Dr.  Urbaitis  was  a 
general  practitioner. 

Charles  S.  Fox,  Southampton;  Hahnemann  University  School  of 
Medicine,  1916;  age  94,  died  March  2,  1985.  Dr.  Fox  practiced  medi- 
cine in  Bucks  County  from  1927  until  his  retirement  in  1953. 

Emil  Gribovsky,  Silver  Spring,  MD;  Georgetown  University  School 
of  Medicine;  died  March  6,  1985.  Dr.  Gribovsky  was  a surgeon  in 
Kingston,  and  was  chief  of  the  anesthesia  and  clinical  surgery  de- 
partments at  Mercy  Hospital,  Wilkes-Barre,  before  his  retirement. 

Pauline  M.  Holland,  Lititz;  University  of  Pittsburgh  School  of  Medi- 
cine; age  90,  died  March  13,  1985.  Dr.  Holland  was  a psychiatrist. 

James  O.  Onderka,  Somerset;  University  of  Pittsburgh  School  of 
Medicine,  1952;  age  60,  died  April  2,  1985.  Dr.  Onderka  was  former 
chief  of  staff  and  head  of  the  radiology  department  at  Somerset 
Community  Hospital. 

Samuel  A.  Thompson,  Buck  Hill  Falls;  Jefferson  Medical  College  of 
Thomas  Jefferson  University  1920;  age  86,  died  March  8,  1985.  Dr. 
Thompson  was  a thoracic  surgeon. 

George  H.  Visoke,  White  Oak;  University  of  Pittsburgh  School  of 
Medicine;  age  70,  died  March  6,  1985.  Dr.  Visoke  was  a physician  in 
the  McKeesport  area  for  33  years. 

Ralph  Witmer,  Summit;  University  of  Pennsylvania  School  of  Medi- 
cine; died  March  1,  1985.  Dr.  Witmer  was  an  obstetrician  and  gyne- 
cologist. 
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(Cephradine  Capsules  USP) 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
"Computers  in  Health  Care  Draining.” 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5)  Grand  Prizes. . . OFFICE  COMPUTER  DIAGNOSIS  CENTER. . . an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (53  First  Prizes ...  a briefcase-size  Flewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing" 

NO  PURCHASE  NECESSARY 

(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  ' Velosef -Computers  in  Health  Care"  on  a 3"  x 5"  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  PO  Box  3036,  Syosset,  NY  11775,  All  entries 
must  be  received  by  September  9, 1985  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U S A,,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500’  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  125’  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 
INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e.g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae;;  Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 

In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 
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□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 
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Diuretics  (potent  "loop  diuretics,"  e g.,  furosemide  and  ethacrynic  acid) 
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capital  commentary 

Doing  something  to  help  ourselves 

Timothy  J.  Michals,  MD 


Recently  I became  involved  in  an  in- 
formal discussion  with  a number 
of  my  colleagues  on  a subject  that  I’m 
sure  could  be  heard  in  most  medical  cir- 
cles around  the  state.  The  subject  could 
be  described,  as  one  o£  my  colleagues 
stated  as  “How  can  we  continue  to 
practice  good  medicine  in  this  highly  li- 
tigious and  most  demanding  society 
when  we  have  the  politicians  and  bu- 
reaucrats deciding  how  we  will  or  will 
not  practice  good  medicine?”  As  you 
might  imagine,  another  question  was 
asked:  “What  is  the  Pennsylvania  Med- 
ical Society  doing  for  me?” 

Many  of  the  critical  issues  we  face 
will  be  decided  in  the  state  and  federal 
legislative  arenas.  Our  state  medical  so- 
ciety has  long  recognized  this  and  a pro- 
gram to  represent  us  before  these  legis- 
lative bodies,  where  the  decisions  are 
made,  has  been  working  effectively  for 
many  years.  You,  however,  must  also  be 
a participant  if  we  are  all  to  be  permit- 
ted to  practice  “good  medicine”  in  the 
future. 

Not  unlike  other  professional  associa- 
tions, the  success  of  our  program  de- 
pends on  a mixture  of  professional  staff 
and  personal  effort  by  members  of  the 
Society  to  make  it  work.  Your  PMS  lob- 
byists monitor  legislation,  maintain 
contact  with  individual  legislators  and 
key  staff  and  report  this  information 
along  with  updates  on  the  progress  of 
bills.  Information  is  available  to  you 
through  the  Legislative  Bulletin  and 
through  articles  like  this  in  general 
PMS  publications.  Reports  are  scruti- 
nized regularly  by  the  Council  on  Legis- 
lation and  policy  decisions  made  by  the 
Board  of  Trustees. 

A long  tradition  of  bipartisan  contri- 
butions to  worthy  state  and  federal  can- 
didates has  been  backed  by  the  per- 
sonal contributions  of  many  physicians 
and  auxiliary  members  to  PaMPAC,  the 
Pennsylvania  Medical  Political  Action 


Committee. 

The  truth  is  that  this  has  not  been 
enough.  Quite  simply,  these  efforts  that 
are  carried  on  for  you  by  the  state  medi- 
cal society  and  PaMPAC  are  not  suffi- 
cient. The  Society’s  lobbying  and  politi- 
cal action  efforts  have  an  important 
link  missing.  What’s  missing  is  the  per- 
sonal commitment  from  all  of  us. 

The  personal  commitment  that  you 
can  make  is  both  in  time  and  money.  As 
any  citizen,  you  can  write  a personal 
check  to  a legislative  candidate.  Be  it 
for  the  state  legislature  or  for  the 
United  States  Congress,  this  contribu- 
tion has  the  added  distinction  of  coming 
from  a constituent  who  is  recognized  as 
a professional.  We  know  that  physicians 
have  been  reluctant  to  express  this 
right  in  the  past  years  as  citizens  and  as 
professionals.  This  commitment  must 
be  made.  Becuse  for  us  to  be  successful 
in  lobbying  and  legislative  efforts,  the 
personal  participation  must  go  beyond 
a trip  to  the  ballot  box  for  the  primary 
and  general  elections. 

A phone  call,  a letter,  or  a few  extra 
minutes  that  you  might  take  to  com- 
ment on  a legislative  issue,  medical  or 
otherwise,  will  make  an  impression  as 
coming  from  an  aware  and  concerned 
citizen.  You  can  also  travel  to  Harris- 
burg or  Washington  to  visit  your  legis- 
lator. The  PMS  legislative  staff  is 
available  to  provide  any  background  in- 
formation you  might  need  for  such  a 
visit. 

While  we  have  lagged  in  our  personal 
commitment  to  make  contact  with  leg- 
islators, there  has  been  an  expanding 
impact  by  government  on  your  practice 
of  medicine.  Allied  health  professionals 


The  author  is  a psychiatrist  who  practices  in 
Philadelphia.  He  is  the  chairman  of  the  Coun- 
cil on  Legislation  and  an  alternate  delegate  to 
the  AM  A House  of  Delegates 


are  making  very  serious  and  strong  ef- 
forts to  expand  their  practice  acts.  In 
Pennsylvania,  this  is  now  highlighted 
by  the  sunset  process  of  reviewing  all  of 
the  health  licensure  boards.  The  PMS  is 
still  working  diligently  on  issues  such 
as  malpractice  reform,  cost  contain- 
ment, and  third-party  reimbursement. 
These  issues  not  only  are  coming  into 
focus  in  Pennsylvania,  but  also  are 
moving  into  the  national  news  spot- 
light. The  alphabet  soup  of  DRGs, 
PROs,  and  HMOs  to  which  we  have  be- 
come accustomed  are  just  now  drawing 
the  attention  of  most  state  legislators. 
It  is  clear  that  legislators  are  not  wor- 
ried about  the  impact  that  these  efforts 
will  have  on  your  personal  well  being. 
They  are,  however,  concerned  about  the 
quality  of  care  that  your  patients  will 
receive  and  it  is  on  this  issue  that  we 
must  reassure  them. 

Legislators  expect  to  hear  from  us 
and  physicians  have  not  been  there  to 
express  their  views  often  enough. 

We  need  to  develop  our  own  personal 
contacts  with  legislators  and  must  in- 
clude and  then  go  beyond  the  political 
contribution.  Physicians  can  do  so 
much  more  on  these  issues,  whether 
through  sharing  their  thoughts  with  pa- 
tients who  come  into  the  office,  or  mak- 
ing a personal  contact  with  a legislator 
to  express  a view. 

A first  step  is  to  make  a financial 
commitment.  For  a long  time,  too  long, 
the  load  has  been  carried  by  a small, 
less  than  30  percent,  number  of  your 
colleagues  who  have  joined  PaMPAC. 
Even  fewer  have  contributed  personally 
and  directly  to  a candidate. 

It’s  time  that  you  do  something  to 
help  yourself.  It's  time  to  realize  that 
we  are,  collectively,  the  Pennsylvania 
Medical  Society  and  that  we  will  deter- 
mine what  our  future  holds  by  our  own 
actions.  Indeed,  it  is  time  that  we  all  do 
something  to  help  ourselves. 
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physicians  in  the  news 


Tamaqua’s  Chamber  of  Commerce  re- 
cently named  Mary  Malishaucki,  MD, 
Citizen  of  the  Year.  Dr.  Malishaucki  has 
practiced  in  Tamaqua  for  almost  50 
years,  and  has  participated  in  many 
community  activities.  She  helped  to  or- 
ganize a local  polio  vaccine  clinic,  was  a 
volunteer  at  Coaldale  State  General 
Hospital’s  cancer  clinic,  and  served  as 


advisor  to  the  Tamaqua  Area  Visiting 
Nurse  Association. 

Anna  Taback  Meadows,  MD,  Philadel- 
phia, has  been  named  recipient  of  the 
1985  Commonwealth  Board  Award  of 
the  Medical  College  of  Pennsylvania 
(MCP).  The  award  is  presented  annually 
to  a woman  graduate  of  MCP  for  distin- 


Montgomery County  Medical  Society's  annual  legislative  luncheon  held  April  25  featured 
a panel  discussion  on  “The  Right  to  Die.”  Panel  members  are  shown  above.  Seated  from 
left  are  Joseph  A.  Lashinger  and  Francis  P.  O’Hara.  Standing  from  left  are  Alan.  L.  Do- 
rian, MD,  and  Frank  J.  Tornetta,  MD.  Lashinger  is  state  Representative  for  the  150th 
district.  O’Hara  is  solicitor  for  Sacred  Heart  Hospital,  Allentown.  Dr.  Tornetta  is  director 
of  anesthesiology  for  Montgomery  Hospital.  Dr.  Dorian  served  as  moderator. 
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guished  contributions  to  medicine.  Dr. 
Meadows  is  an  authority  on  oncologic 
diseases  in  children.  She  currently  is 
professor  of  pediatrics  at  University  of 
Pennsylvania  School  of  Medicine  and 
director  of  epidemiology,  etiology,  and 
genetics  at  the  Children’s  Cancer  Re- 
search Center  of  the  Children’s  Hospi- 
tal of  Philadelphia. 

Physicians  from  Jefferson  Medical  Col- 
lege of  Thomas  Jefferson  University 
participated  in  the  13th  World  Congress 
of  the  World  Fellowship  of  the  Israel 
Medical  Association.  The  congress  was 
held  in  Jerusalem  in  May,  and  cele- 
brated the  850th  year  since  the  birth  of 
rabbi,  physician,  and  philosopher 
Moses  Maimonides.  Several  members 
of  the  Jefferson  faculty  presented  pa- 
pers at  the  congress.  They  were:  Robert 
L.  Brent,  MD,  chairman  of  the  depart- 
ment of  pediatrics;  Jerome  M.  Cotier, 
MD,  professor  of  orthopedic  surgery; 
Sheldon  Goldberg,  MD,  associate  pro- 
fessor of  medicine;  Harold  L.  Israel, 
MD,  emeritus  professor  of  medicine; 
Gerald  J.  Marks,  MD,  professor  of  sur- 
gery and  Willis  C.  Maddrey,  MD,  pro- 
fessor of  medicine  and  chairman  of  the 
department.  Others  from  Jefferson  who 
attended  were  Herbert  E.  Cohn,  MD, 
and  Francis  E.  Rosato,  MD,  both  of  the 
department  of  surgery  and  officers  of 
the  American  Division  of  the  World  Fel- 
lowship, and  Joseph  S.  Gonnella,  MD, 
dean  and  vice  president. 

Allegheny  County  Medical  Society  hon- 
ored Joseph  S.  Corba,  MD,  Dormont, 
for  50  years  of  medical  practice.  Dr. 
Corba  is  a general  practitioner. 

Charles  A.  Heisterkamp  III,  MD,  Lan- 
caster, received  an  honorable  mention 
for  his  participation  in  the  American 
Medical  Association’s  House  of  Dele- 
gates Physician  Outreach  Program. 
AMA  delegates  were  provided  with 
lists  of  nonmembers  in  their  areas  and 
asked  to  contact  these  physicians  re- 
garding AMA  membership.  Dr.  Heis- 
terkamp was  one  of  the  delegates  recog- 
nized for  outstanding  recruitment 
efforts. 

Michael  V.  Gilberti,  MD,  has  assumed 
the  position  of  chief  medical  officer  at 
the  Pittsburgh  headquarters  of  Gulf  Oil 
Corporation.  Dr.  Gilberti,  who  previ- 
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physicians  in  the  news 


ously  was  associate  medical  director  at 
Gulf,  is  a general  surgeon  on  the  staff  at 
Western  Pennsylvania  Hospital,  and  a 
member  of  the  American  Occupational 
Medical  Association.  He  succeeds  Roy 
L.  Gibson,  MD,  who  retired  recently.  Dr. 
Gibson  is  Board  certified  in  occupa- 
tional medicine  and  serves  as  adjunct 
clinical  professor  of  occupational  and 
environmental  health  at  University  of 
Pittsburgh’s  Graduate  School  of  Public 
Health. 

Barbara  Shelton,  MD,  has  been  named 
to  a group  of  Outstanding  Young 
Women  in  America  for  1984.  This 
awards  program  recognizes  talents  and 
successes  of  exceptional  young  women 
in  the  United  States.  Dr.  Shelton  is 
completing  a fellowship  on  rehabilita- 
tion of  the  neurologically  impaired  pa- 
tient at  University  of  Pennsylvania. 
She  represents  the  PMS  Resident  Phy- 
sician Section  on  the  Society’s  Board  of 
Trustees. 

Francis  J.  Sweeney,  Jr.,  MD,  Philadel- 
phia, was  awarded  a Special  Presiden- 
tial Citation  by  the  American  College  of 
Physicians  at  the  66th  Annual  Session 
in  Washington,  DC.  The  citation  was 
presented  to  Dr.  Sweeney  for  “distin- 


guished service  and  in  recognition  of  his 
dedication  and  loyalty  as  governor, 
treasurer,  regent,  and  chairman  of  the 
board  of  regents”  of  the  college.  Dr. 
Sweeney  is  vice  president  for  the 
Health  Sciences  Center,  Temple  Univer- 
sity. 

Leon  L.  Berns,  MD,  honorary  clinical 
professor  of  anatomy  at  Jefferson  was 
presented  with  a plaque  in  appreciation 
of  his  educational  contributions  to  the 
anatomy  department.  E.  Marshall 
Johnson,  MD,  professor  and  chairman 
of  the  department,  made  the  presenta- 
tion at  a reception  held  in  April. 

Kenneth  H.  Williams,  MD,  has  been  ap- 
pointed medical  director  of  the  addic- 
tive disease  divison  of  Universal  Health 
Services,  Inc.,  King  of  Prussia.  The  di- 
vision operates  four  residential  treat- 
ment facilities,  as  well  as  hospital  based 
units.  Dr.  Williams  is  internationally 
recognized  for  his  achievement  and  re- 
search in  the  field  of  addictive  disease 
disorders. 

Physicians  recently  were  installed  as  of- 
ficers of  the  Pennsylvania  Thoracic  So- 
ciety for  the  1985-86  term.  Robert  M. 
Rogers,  MD,  will  serve  as  president  and 
J.  Robert  Burns,  MD,  is  president  elect. 
Mark  A.  Kelley,  MD,  was  elected  vice 
president,  and  Gregory  R.  Owens,  MD, 
will  serve  as  treasurer. 


William  G.  Figeuroa,  MD,  was  elected 
president  of  the  Pennsylvania  Society 
for  Pulmonary  Disease.  Other  officers 
are  Frederick  L.  Jones  Jr.,  MD,  vice 
president;  and  John  P.  Galgon,  MD,  sec- 
retary. 

Two  Thomas  Jefferson  University  phy- 
sicians recently  were  elected  to  the  top 
offices  of  the  Philadelphia  Academy  of 
Surgery.  Frederick  B.  Wagner  Jr.,  MD, 
is  president  and  Francis  E.  Rosato,  MD, 
is  vice  president  of  the  academy.  Dr.  Ro- 
sato is  Samuel  E.  Gross  Professor  of 
Surgery  and  chairman  of  the  surgery 
department  at  the  university’s  Jeffer- 
son Medical  College.  Dr.  Wagner  is 
Grace  Revere  Osier  Emeritus  Professor 
of  Surgery  at  Jefferson  Medical  College 
and  university  historian.  Dr.  Wagner’s 
account,  “The  Founding  Fathers  and 
Centennial  History  of  the  Philadelphia 
Academy  of  Surgery,”  was  published  in 
the  July  1980  issue  of  Annals  of  Sur- 
gery. 

Robert  C.  Aber,  MD,  has  been  named 
vice  chairman  of  the  department  of 
medicine  and  director  of  the  internal 
medicine  residency  training  program  at 
Milton  S.  Hershey  Medical  Center. 
Prior  to  this  appointment,  Dr.  Aber  was 
associate  professor  of  medicine  and 
chief  of  the  division  of  infectious  dis- 
eases and  epidemiology  at  the  medical 
center. 
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ALLEGHENY  COUNTY 

Natalie  Furgiuele-lracki,  MD,  General  Surgery,  4815  Liberty  A ve_,  Pittsburgh  15224 
Irving  S,  Gottfried,  MD,  Internal  Medicine,  5700  Centre  Ave.,  Pittsburgh  15206 
Kang-Ning  Hu,  MD,  Urological  Surgery,  7284  Beaconhill  Drive,  c/o  Rong-Chung  Lin, 
Pittsburgh  15235 

Barry  R G.  Kaplan,  MD,  General  Surgery,  930  Washington  Road,  Pittsburgh  15228 
Roland  L,  Kennedy,  MD,  Anesthesiology,  Magee  Women's  Hosp,  Dept.  Anes  , Pittsburgh 
15213 

David  M.  Lolley,  MD,  Throacic  Surgery,  4815  Liberty  Avenue,  Ste  204,  Pittsburgh  15224 
Philip  B.  Meadow,  DO,  Internal  Medicine,  275  Carry  Hollow  Road,  Pittsburgh  15236 
Anil  Prabhu,  MD,  Internal  Medicine,  1626  Berkwood  Drive,  Pittsburgh  15243 
Edward  J.  Wing,  MD,  Infectious  Diseases,  Montefiore  Hosp.,  Dept  Med  , Pittsburgh 
15213 

Peter  M.  Winter,  MD,  Anesthesiology,  1385  Scaife  Hall,  Pittsburgh  15261 

BEAVER  COUNTY 

Paul  M Kuzma,  MD,  Ophthalmology,  1100  Brodhead  Road.  Monaca  15061 
Stephen  M Sproul,  MD,  Family  Practice,  918  Third  Avenue,  Beaver  15010 

BRADFORD  COUNTY 

Naresh  C Nagpal,  MD,  General  Surgery,  323-A  Hayden  Street,  Sayre  18840 

BUCKS  COUNTY 

Robert  A Davis,  MD,  Family  Practice.  RD  1 Box  258,  Quakertown  18951 

David  F.  Podrasky,  MD,  Obstetrics/Gynecology,  170  Middletown  Blvd  , Langhorne  19047 

BUTLER  COUNTY 

John  H.  Soffietti,  MD,  Psychiatry,  5910  Wellesley  Avenue,  Pittsburgh  15206 


CENTRE  COUNTY 

Edward  J.  Kuhnley,  MD,  Child  Psychiatry,  738  Devonshire  Drive,  State  College  16803 

CHESTER  COUNTY 

Larry  A Femer,  MD,  Otolaryngology.  206  Gay  Street,  Phoemxville  19460 
Joseph  F Kelin,  MD,  Pediatrics,  PO  Box  189,  West  Grove  19390 
Elizabeth  D Rock.  MD,  Internal  Medicine,  702  Main  Street,  Phoenixville  19460 

CLEARFIELD  COUNTY 

Michael  F Reed,  MD,  Pathology,  Nine  W Pauline  Drive,  Clearfield  16830 

DAUPHIN  COUNTY 

Malcolm  A Creighton,  MD,  Emergency  Medicine.  Polyclinic  Medical  Ctr,  Harrisburg 
17110 

Federico  G Leon,  MD,  Family  Practice,  2537A  Green  Street,  Harrisburg  17110 

DELAWARE  COUNTY 

Chester  Andrzejewski  Jr. , MD,  Pathology,  505  W Ridley  Circle.  Morton  19070 
Francix  X Delone  Jr.,  MD,  Plastic  Surgery,  Riddle  Memorial  Health  Ctr , 1078  W. 
Baltimore  Pk  , Ste  204,  Media  19063 

Russell  R Janson,  MD,  Obstetrics/Gynecology,  Lankenau  Medical  Bldg  , Suite  420. 
Philadelphia  19151 

David  R Kalodner,  DO,  Family  Practice,  25  Chester  Pike,  Ridley  Park  19078 
Robert  A Ruffini,  MD,  Internal  Medicine.  107  Chatham  Manor,  Ardmore  19003 
Susan  L.  Williams,  MD,  Internal  Medicine,  15th  St.  & Upland  Ave.,  Suite  303,  Chester 
19017 

FRANKLIN  COUNTY 

Glenn  H Lytle,  MD,  General  Surgery,  845  Duncan  Avenue.  Chambersburg  17201 
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At  PMSLIC, 
your  premium  buys 
more  than  a policy. 


Choose  PMSLIC  for  your  professional  liability  coverage.  And  when 
you  do,  you  gain  an  added  benefit— access  to  a wide  range  of  risk  man- 
agement programs.  Nearly  all  are  free  of  charge  to  our  insureds.  But 
their  real  value  lies  in  their  service  to  you  and  the  medical  profes- 
sion-reducing the  threat  of  malpractice  litigation,  through  positive, 
well-informed  action. 


Audio  tapes  of  recent  risk 
management  seminars 


“Case  File,”  a self- 
paced  educational 
packet,  stressing 
problem  areas  in 
orthopedic  surgery 
and  surgical  and 
medical  specialties* 


Regional  seminars  featuring 


The  PMSLIC  Medical-Legal  Corres- 
pondence Course,  which  presents 
instructional  material  from  actual 
closed  malpractice  cases* 


Videotapes  highlighting 
medical-legal  issues 


Speakers  to  address 
your  group  or  local 
society* 


‘Category  I CME 
Credit  available 
through  the 
Pennsylvania 
Medical 
Society 


If  youd  like  to  know  more  about  the  benefits  of  insuring  with  PMSLIC, 
write:  Pennsylvania  Medical  Society  Liability  Insurance  Company, 

Box  303,  Lemoyne,  PA  17043.  Or  call,  toll-free,  1-800-445-1212. 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 

ro  protect  your  patients, as well  as  their  quality  of  life, 
idd  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
3y  reducing  peripheral  resistance,  but  also  increases  coro- 
wy  perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic, 
rhese  are  antianginal  actions  that  no  beta  blocker 
:an  provide. 

Second,  Isoptin  spares  patients  the 
Deta-blocker  side  effects  that  may 
zompromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 
isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers;  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


new  members 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1 .1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

O KNOLL  PHARMACEUTICAL  COMPANY 

knoll  30  NORTH  JEFFERSON  ROAD.  WHIPPANY  NEW  JERSEY  07981 
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LACKAWANNA  COUNTY 

Thomas  J.  Delehanty,  MD,  Pulmonary  Diseases.  802  Jefferson  Avenue.  Scranton  18510 

LANCASTER  COUNTY 

Jerome  I Gottlieb.  MD,  Psychiatry,  330  N Duke  Street,  Lancaster  17602 
Gregory  T.  O'Conor  Jr , MD,  Hematology,  1875  Lititz  Pike,  Lancaster  17601 

LEHIGH  COUNTY 

Nelson  P Kopyt,  DO,  Internal  Medicine,  7563  Brookhaven  Road.  Philadelphia  19151 
Alimad  N Musa,  MD,  Internal  Medicine,  400-C  Indian  Creek  Drive,  Wilkes-Barre  18702 

LUZERNE  COUNTY 

Martin  L Freifeld,  MD,  Obstetrics/Gynecology,  480  Pierce  Street.  Suite  205,  Kingston 
18704 

Andrew  A Greenberg,  MD,  Anesthesiology,  144  Lathrop  Court,  Kingston  18704 
Chitra  R Ravichandran,  MD,  Internal  Medicine,  PO  Box  661,  Conyngham  18219 
Richard  B Rubin,  MD.  Psychiatry,  RD  10  Clear  Brook,  Wilkes-Barre  18702 

LYCOMING  COUNTY 

Bernard  L.  Butkiewicz,  MD,  Diagnostic  Radiology,  1505  Ritchey  Street,  Williamsport 
17701 

Charles  H.  Jacques,  MD,  Family  Practice,  1626  Elliott  Street,  Williamsport  17701 
Melodee  S Levan,  MD,  Family  Practice,  699  Rural  Avenue,  Williamsport  17701 
Robert  O.  Newbury,  MD,  General  Practice,  PO  Box  66,  Loganton  17747 

MERCER  COUNTY 

Henry  C Vanzanten,  MD.  Family  Practice.  912  E State  Street,  Sharon  16146 
Alexander  S Vu|an  Jr,  MD.  Family  Practice,  402  Jackson  Street,  Jamestown  16134 

MONTGOMERY  COUNTY 

Gulderen  N Bora,  MD,  Psychiatry,  3019  Old  Arch  Road,  Norristown  19401 

Mark  B Frisch,  MD.  Obstetrics/Gynecology.  8118  Old  York  Road.  Elkins  Park  19117 

Barry  K Nelson,  MD,  Psychiatry,  PO  Box  330,  Lansdale  19443 

Joseph  C Rogers,  MD.  Ophthalmology,  Merck  Sharp  & Dohme,  West  Point  19486 

Allene  J M Tressler,  MD,  Internal  Medicine,  1607  Morris  Court,  North  Wales  19454 

Fay  J Vaneenwyk,  MD,  Family  Practice,  520  Argyle  Avenue,  Ambler  19002 

NORTHAMPTON  COUNTY 

Atilio  R Roscher,  MD,  Family  Practice,  542  John  Mitchell  Avenue,  Phillipsburg,  NJ  08865 
Johnnie  S.  Willis,  MD,  Obstetrics/Gynecology,  2045  Westgate  Drive  #206,  Bethlehem 
18107 

NORTHUMBERLAND  COUNTY 

John  M Gehris,  MD,  Internal  Medicine.  22  N Market  Street,  Shamokin  17872 

PHILADLEPHIA  COUNTY 

Donald  J Balaban,  MD,  Family  Practice,  Thomas  Jefferson  Umv  . Dept  of  Family 
Medicine,  Philadelphia  19107 

Steven  B Bashor,  DO,  Emergency  Medicine,  2733  Cranston  Road,  Philadelphia  19131 
Robert  S Blacklow,  MD.  Internal  Medicine.  1025  Walnut  Street.  Philadelphia  19107 
Kenneth  G.  Bridges,  MD,  Thoracic  Surgery,  4025  Westaway  Drive,  Lafayette  Hill  19444 
Louis  A Brown  Jr. , MD,  Dermatology.  7710  Maple  Avenue  #202,  Takoma  Park,  NJ  20912 
John  A Carlson  Jr,  MD,  Oncology,  Hosp  Univ  of  PA,  3400  Spruce  Street,  Philadelphia 
19104 

Raphael  M Cohen,  MD,  Nephrology,  Four  Green  Hill  Lane,  Philadelphia  19151 
Enid  Coleman,  MD,  Emergency  Medicine,  130  Spruce  Street.  Philadelphia  19106 
Jenelle  E Foote,  MD,  General  Surgery,  6200  Wayne  Avenue,  C-315.  Philadelphia  19144 
James  V.  Kiernan,  DO,  Emergency  Medicine,  404  Lyceum  Avenue,  Philadelphia  19128 
Randy  E Lamberg,  MD,  Anesthesiology,  2301  Cherry  Street,  Philadelphia  19103 
Matthew  C.  Miller,  MD,  Internal  Medicine,  1700  B Franklin  Pkwy  , 1312,  Philadelphia 
19103 

Frederick  L Parker,  MD,  Family  Practice,  33  S Letitia  Street  #306.  Philadelphia  19106 

UNION  COUNTY 

Joseph  F Mussoline,  DO,  General  Practice,  Buffalo  Valley  Shopping  Ctr , Mifflinburg 
17844 

Domenick  N Ronco,  DO.  Family  Practice.  PO  Box  262,  Mifflinburg  17844 
WESTMORELAND  COUNTY 

Bruce  L Bender,  MD,  Pathology,  Forbes  Regional  HC,  Monroeville  15146 
David  G Meyer,  MD,  Diagnostic  Radiology,  717  Farview  Drive,  Greensburg  15601 

STUDENTS 

Michael  J Georgetson,  235  W Mam  Street,  Galeton  16922 
Michael  A Gyda,  1700  Benjamin  Franklin  #1514,  Philadelphia  19103 
Alicia  P Knight,  2121  Spring  Garden  Street,  Philadelphia  19130 
Andrea  C S.  McCoy,  1531  Fishburn  Rd  , Apt  8,  Hershey  17033 
Heather  Z Sankey,  4300  Spruce  Street,  Apt  B-201,  Philadelphia  19104 
David  A Talenti,  126  N.  Carlisle  Street,  Philadelphia  19102 
Mark  G Weisenfluh,  2608  Wolverine  Drive,  Erie  16511 
Aruby  O.  White,  501  E Sedgwick  Street,  Philadelphia  19119 


44  Pennsylvania  Medicine,  June  1985 


WE’RE  LOOKING  FOR  A FEW 


GOOD  SURGEONS! 


Raymond  J.  Nolen,  Jr. 

Vice  President  Marketing 
Physicians  Professional  Insurance  Exchange 


Unlike  most  of  our  competitors  in  the  malpractice  field,  we  at  PIE  consider  the  surgeon 
“HIGH-QUALITY”  not  “HIGH-RISK.” 


Unfortunately,  not  everyone  will  meet  PIE’s  high  underwriting  standards.  However,  those 
who  do  will  usually  receive  a substantially  lower  malpractice  premium. 


Naturally,  you  may  have  some  questions  about  PIE,  we’d  be  happy  to  send  you  a free 
brochure.  Simply  return  the  reply  card  or  call  us  toll  free  at  1-800-462-0492. 


PHYSICIANS  PROFESSIONAL  INSURANCE  EXCHANGE 
633  Germantown  Pike  • Plymouth  Meeting,  PA  19462 

Please  mail  additional  literature. 


' PHYSICIANS  PROFESSIONAL  INSURANCE  EXCHANGE 
: 633  Germantown  Pike  • Plymouth  Meeting,  PA  19462 

i Please  mail  additional  literature. 
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special  feature 

Clinical  problem  solving:  learned  process 

Stanley  B.  Fiel,  MD 
Dean  Drezner,  MD 

All  physicians  strive  to  be  techni- 
cally proficient  in  their  craft  and 
most  would  agree  that  a sound  base  of 
knowledge  is  crucial  to  proficiency  in 
medicine.  In  order  to  diagnose  a pa- 
tient’s illness,  a physician  must  draw  in- 
formation from  his  base  of  knowledge, 
combine  it  with  data  about  the  patient, 
and  using  the  clinical  problem  solving 
process,  arrive  at  a solution.  Once  a di- 
agnosis is  reached,  a course  of  treat- 
ment must  be  selected.  The  course  of 
action  the  physician  takes  will  be  heav- 
ily influenced  by  ephemeral,  noncogni- 
tive  factors  of  decision  making  such  as 
personality,  empathy,  emotion,  situa- 
tion, and  experience.  Combine  all  of  the 
above,  and  you  have  described  the  Art 
of  Medicine  (Figure  1).  The  knowledge 
base  is  acquired  through  the  ability  to 
learn  facts  and  hard  work  in  medical 
school.  If  the  medical  decision  making 
process  is  examined,  quantified,  and 
taught,  and  if  we  can  select  as  medical 
students  those  who  have  the  noncogni- 
tive  qualities  desirable  in  a physician, 
then  perhaps  the  treatment  of  patients 
by  physicians  and  medical  students  can 
be  improved. 

The  aim  of  this  paper  is  to  describe 
the  clinical  problem  solving  process  in 
medicine  as  it  emerges  from  the  litera- 
ture to  date,  and  to  discuss  the  implica- 
tions of  teaching  this  process  to  stu- 
dents to  improve  their  medical  decision 
making  ability. 

Clinical  problem  solving 
The  clinical  problem  solving  process 
is  the  method  by  which  the  physician 
gathers  information,  processes  it,  and 
makes  a judgment  about  what  is  wrong 
with  the  patient.  There  is  a consensus  in 
the  literature  regarding  the  compo- 
nents that  make  up  the  clinical  decision 


The  authors  are  associated  with  Temple  Uni- 
versity Health  Sciences  Center.  Dr.  Fiel  is  as- 
sociate professor  in  the  department  of  medi- 
cine, and  Dr.  Drezner  is  a resident  in  surgery. 
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making  process.  However,  there  is  a fan- 
amount  of  disagreement  about  which  of 
these  components  may  be  generally  rec- 
ognized as  skills  essential  for  successful 
clinical  decision  making. 

Kassirer  and  Gorry1  used  a simulated 
patient  in  their  study  of  clinical  prob- 
lem solving.  They  postulated  that  the 
clinical  problem  solving  process  is  made 
up  of  three  components:  hypothesis  ac- 
tivation, hypothesis  evaluation,  and  in- 
formation gathering.  Hypothesis  acti- 
vation is  the  generation  of  hypotheses, 
i.e.  solutions  to  the  question  “What  is 
wrong  with  this  patient?”  Hypotheses 
are  formed  early  in  the  doctor-patient 
encounter,  often  at  a point  when  little 
data  have  been  collected.  The  research- 
ers also  found  that  single  or  multiple 
cues  or  symptoms  would  elicit  a hy- 
pothesis, and  a relatively  small  number 
of  hypotheses  (four  to  eleven)  were  con- 
sidered at  one  time.  Hypothesis  activa- 
tion occurs  most  frequently  in  the  early 
part  of  the  doctor-patient  encounter. 

Hypothesis  evaluation  becomes  the 
dominant  component  of  the  clinical 
problem  solving  process  at  a later 
stage.  The  physician  begins  to  place 
more  emphasis  on  deciding  which,  if 
any,  of  the  hypotheses  generated  earlier 
will  be  accepted.  A hypothesized  dis- 
ease may  be  confirmed  on  the  basis  that 
it  matches  the  symptoms  presented  by 
the  patient,  or  eliminated  because  of  the 
absence  of  certain  findings  specific  to 
that  disease.  To  be  accepted  as  a correct 
diagnosis,  the  hypothesis  is  tested  for 
coherence  and  adequacy.  To  be  coher- 
ent, all  complications,  predispositions, 
and  findings  conceivably  must  be  able 
to  stem  from  that  disease.  A diagnosis 
is  considered  adequate  if  it  can  encom- 
pass all  elementary  hypotheses  and  ac- 
counts for  all  the  abnormal  and  normal 
findings. 

The  third  component  of  decision  mak- 
ing, information  gathering,  is  the  pro- 
cess upon  which  hypothesis  activation 
and  evaluation  rest.  A physician  asks 
questions  in  order  to  collect  data  so 
that  he  or  she  may  construct  and  then 
evaluate  hypotheses.  The  large  body  of 
information  that  is  available  to  clini- 


cians must  be  verified  and  its  useful- 
ness confirmed  before  any  part  of  it  can 
be  used  to  generate  or  evalute  hypothe- 
ses. 

Elstein,  Shuman,  and  Sprafka2  pro- 
posed a four  component  model  of  medi- 
cal inquiry  made  up  of  cue  acquisition, 
hypothesis  generation,  cue  interpreta- 
tion, and  hypothesis  evaluation.  Cue  ac- 
quisition is  the  actual  collection  of  data. 
Hypothesis  generation  can  be  defined 
as  formation  of  possible  solutions  to  the 
diagnostic  problem  as  retrieved  from 
the  physician’s  long  term  memory.  Hy- 
potheses are  generated  on  the  basis  of 
single  or  clustered  clues  and  only  four 
or  five  hypotheses  are  considered  at 
once.  Cue  interpretation  takes  cues  and 
determines  whether  they  either  confirm 
or  negate  a certain  hypothesis.  A cue 
also  may  do  neither.  Hypothesis  evalua- 
tion is  the  process  of  choosing  between 
hypotheses  to  decide  which  is  most  ac- 
ceptable. 

Barrows  and  Tamblyn3  have  formu- 

Figure  1 

The  Art  of  Medicine 


Course  of  action 


The  art  of  medicine  combines  an  individ' 
ual  physician’s  knowledge,  clinical  prob- 
lem solving  skills,  and  noncognitive  assets 
to  determine  a course  of  action  in  treating 
a patient. 


lated  a five-step  description  of  clinical 
decision  making.  The  first  step,  infor- 
mation perception  and  interpretation, 
consists  of  the  physician  perceiving  ini- 
tial cues  from  the  patient  and  the  envi- 
ronment. This  leads  to  the  second  step, 
multiple  hypothesis  generation.  During 
the  third  step,  inquiry  strategy,  the 
physician  uses  his  clinical  skills  to  ob- 
tain information  which  can  be  used  to 
refine,  rank,  verify  or  eliminate  the  hy- 
potheses generated  in  step  two.  The 
data  generated  by  the  inquiry  strategy, 
and  hypotheses  still  under  active  con- 
sideration, are  abstracted  into  a prob- 
lem formulation  during  the  fourth  step 
of  the  problem  solving  process. 

A good  problem  formulation  contains 
all  the  relevant  data  chunked  into  well 
condensed  form.  Irrelevant  data  should 
be  excluded.  Hypotheses  should  not  be 
biased  by  problem  formulations  that 
use  data  that  are  incorrect  or  make  as- 
sumptions about  the  cause  of  the  ill- 
ness. The  authors  cite  as  am  example  a 
problem  formulation  reading,  “A  fifty- 
five  year  old  depressed  man  with  a left- 
sided stroke.”  The  words  depressed  and 
stroke  are  assumptions  about  the  pa- 
tient’s illness  and  could  preclude  forma- 
tion of  alternate  hypotheses  as  to  the 
cause  of  the  patient’s  illness.  The  prob- 
lem formulation  might  be  better  stated 
as  “A  fifty -five  year  old  man  who  seems 
depressed  and  has  a left  hemiparesis  of 
sudden  onset.” 

Hypothesis  generation,  inquiry  strat- 
egy and  problem  formulation  occur  in  a 
circular  fashion  until  the  physician  feels 
enough  data  have  been  generated  or 
that  the  patient  encounter  is  no  longer 
productive.  At  this  point,  the  fifth  step, 
closure— the  arrival  at  diagnostic  and 
therapeutic  decisions— occurs.  The  phy- 
sician now  may  be  able  to  choose  the 
most  likely  hypothesis  and  then  decide 
how  to  treat  the  patient,  or  he  can  de- 
cide to  order  more  tests  or  consult  an- 
other physician. 

The  preceding  three  descriptions  are 
in  close  agreement  as  to  the  method  by 
which  physicians  solve  medical  prob- 
lems. They  differ  more  in  semantics  and 
the  number  of  steps  than  in  actual  con- 
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The  diagram  above  represents  three  analyses  of  the  clinical  problem  solving  process. 
Although  the  descriptive  terms  are  different,  the  processes  are  similar.  The  arrows  de- 
pict a give  and  take  in  flow  of  information. 


tent  (Figure  2).  A review  of  the  litera- 
ture shows  the  clinical  problem  solving 
process  is  made  up  of  three  basic  com- 
ponents: 1)  data  generation  and  evalua- 
tion; 2)  multiple  hypothesis  generation; 
3)  hypothesis  evaluation  and  diagnosis. 
The  flow  from  component  to  component 
can  occur  in  an  almost  random  fashion 
(Figure  3).  Obviously,  the  clinical  prob- 
lem solving  process  is  not  rigid,  but  mo- 
bile, facile,  and  adaptable.  Adaptability 
is  crucial  because  the  process  must  con- 
form to  the  subtle  differences  of  each 
patient’s  case.  It  cannot  be  the  other 
way  around. 

Process  vs.  content 

Research  and  discussion  of  the  clini- 
cal problem  solving  process  is  divided 
as  to  what  leads  to  successful  clinical 
problem  solving.  On  one  hand,  some  re- 
searchers feel  that  “content,”  i.e.  what 
is  contained  and  presented  in  the  case 
at  hand,  will  determine  whether  that 
case  is  successfully  diagnosed.  Because 
the  content  varies  from  case  to  case,  so 
will  success  in  clinical  problem  solving. 
In  opposition  are  those  who  contend 
that  the  “process”  of  clinical  problem 
solving  is  made  up  of  components 
which  can  be  considered  skills,  and  as 
such  applied  to  any  case.  From  this 
point  of  view,  it  follows  that  proficiency 
in  these  skills  should  lead  to  greater 
success  in  clinical  problem  solving. 

McGuire  used  patient  management 
problems  (PMPs)  to  study  clinical  deci- 


sion making.4  Because  of  high  intraindi- 
vidual variability  in  performance  within 
and  across  different  PMPs  he  con- 
cluded that  clinical  problem  solving  is 
cage  specific,  i.e.  not  dependent  upon 
the  clinical  problem  solving  process. 

The  study  by  Elstein,  Shuman,  and 
Spraka  concurs.2  They  postulated  that 
physicians  who  were  considered  experts 
by  their  peers  and,  presumbably  more 
successful  clinical  problem  solvers, 
might  have  different  cognitive  problem 
solving  processes  than  those  physicians 
who  were  not.  However,  no  differences 
were  discernible.  They  concluded,  there- 
fore, that  success  in  clinical  problem 
solving  is  not  due  to  the  heuristics  of 
problem  solving  but  instead  is  case  spe- 
cific. They  felt  that  what  separates  the 
expert  from  the  inexpert  is  the  expert’s 
past  experience  in  solving  the  particu- 
lar problem  at  hand  and  his  ability  to 
retrieve  that  experience  from  long  term 
memory. 

Other  studies  find  that  clinical  prob- 
lem solving  is  not  totally  case  specific 
and  that  general  problem  solving  abili- 
ties do  exist.  Donelly  et  al ,5  through  fac- 
tor analysis  of  students’  scores  on  ten 
patient  management  problems,  con- 
cluded that  information  gathering  abil- 
ity can  be  generalized  from  case  to  case, 
but  decision  making  ability  (diagnostic 
and  management  intervention)  is  con- 
tent (case)  specific.  Harasym  et  at  ob- 
served that  regardless  of  the  clinical 
problem,  scorings  for  historical  data 


gathering  and  hypothesis  generation 
had  high  correlations  among  them- 
selves and  loaded  onto  two  separate  fac- 
tors. Scorings  for  hypothesis  refine- 
ment, physical  examination,  laboratory 
investigation,  and  final  diagnosis  did 
not  have  high  correlations  among  them- 
selves and  did  not  cluster  when  factor- 
analyzed.  The  investigators  concluded 
that  historical  data  gathering  and  hy- 
pothesis generation  are  distinct  prob- 
lem solving  skills  that  do  not  depend  on 
the  clinical  problem  being  solved  and 
that  hypothesis  refinement,  physical 
examination,  laboratory  investigation, 
and  final  diagnosis  are  case  specific. 

Berner  et  al ,7  in  their  study  of  medical 
decision  making  went  to  great  lengths 
to  separate  process  from  content.  From 
an  initial  data  base  students  wrote  a 
problem  list.  After  receiving  an  ideal 
problem  list  they  chose  appropriate  lab 
tests.  The  third  part  of  the  test  was  to 
select  a final  diagnosis  after  receiving  a 
list  of  ideal  lab  tests  that  should  have 
been  performed.  Factor  analysis  re- 
vealed four  loadings  of  problem  solving 
performance:  adequacy  of  the  initial 
problem  list,  choosing  correct  diagnos- 
tic tests,  avoiding  incorrect  tests,  and 
arriving  at  the  correct  diagnosis.  The 
authors  concluded  that  problem  solving 
performance  may  depend  on  the  same 
skills  across  different  clinical  cases, 
rather  than  on  different  skills  within  a 
single  case.  They  concluded  that  clinical 
problem  solving  skills  do  exist  and  they 
vary  between  individuals. 

Obviously,  wide  differences  of  opinion 
exist  regarding  the  degree  to  which  suc- 
cess in  clinical  decision  making  depends 
upon  the  medical  content  of  the  particu- 
lar case,  At  one  end  of  the  spectrum  are 
the  studies  by  Elstein  et  al ,2  and 
McGuire4  which  consider  success  in 
clinical  problem  solving  to  be  case  (con- 
tent) specific.  At  the  other  end,  Berner 
et  at  consider  the  degree  of  proficiency 
in  four  different  skills  determines  the 
level  of  clinical  problem  solving  success 
a physician  may  achieve.  Since  clinical 
problem  solving  is  the  cornerstone  of 
the  medical  profession,  we  must  try  to 
understand  the  process. 

Students  and  problem  solving 

One  reason  a student  or  young  physi- 
cian is  a poor  clinical  problem  solver  is 
because  he  or  she  has  not  yet  mastered 
the  basic  components  of  the  clinical 
problem  solving  process  or  is  unable  to 
apply  them  in  a given  situation.  Defi- 
ciency in  any  one  of  the  three  compo- 
nents (data  generation  and  evaluation; 
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multiple  hypothesis  generation;  or  hy- 
pothesis evaluation  and  diagnosis)  can 
contribute  to  poor  clinical  problem  solv- 
ing. 

Ekwo  and  Loening-Burke8  found  stu- 
dents to  be  adept  at  collecting  historical 
data  and  generating  data  by  ordering 
diagnostic  tests.  However,  in  addition 
to  the  pertinent  data,  much  irrelevant 
data  was  produced.  Also,  students  did 
not  always  recognize  the  significance  of 
the  data  they  had  collected.  The  re- 
searchers pointed  out  that  indiscrimina- 
tion in  history  taking  and  test  ordering 
resulted  in  the  generation  of  much  irrel- 
evant data,  causing  students  to  explore 
a larger  base  than  necessary  for  the 
problem  at  hand.  In  addition,  students 
who  were  successful  problem  solvers 
more  often  obtained  data  of  a higher  in- 
formation content  and  by  means  that 
presented  less  risk  to  the  patient  and 
used  the  data  more  completely  than 
those  who  were  not. 

Students  tend  to  be  restricted  in  their 
formation  of  multiple  hypotheses.  In 
addition,  their  hypotheses  tend  to  be 
too  specific  and  confining,  preventing 
them  from  recognizing  the  significance 
of  new  data  and  the  alternate  or  refined 
hypotheses  it  suggests.3  If  students  are 
poor  at  generating  hypotheses  they  will 
be  poor  problem  solvers. 

The  student  must  be  able  to  rank,  re- 
fine, and  eliminate  hypotheses  in  an  or- 
derly and  objective  manner  in  order  to 
be  adept  at  clinical  decision  making. 
Barrows  and  Tamblyn3  say  students 
will  apply  techniques  of  evaluation  that 
they  have  recently  learned  to  the  prob- 
lem at  hand  without  regard  for  appro- 
priateness or  applicability.  Also,  stu- 
dents recognizing  a particular  symptom 
or  sign,  may  go  on  to  make  a diagnosis 
based  on  that  sign  only,  ignoring  or  not 
considering  other  alternatives. 

A deficiency  in  any  one  of  the  compo- 
nents of  the  clinical  problem  solving 
process  caused  students  to  be  poorer  di- 
agnosticians. Why  not  present  the  com- 
ponents of  the  clinical  problem  solving 
process  to  the  medical  student  so  that 
he  or  she  can  incorporate  them  early 
into  the  medical  reasoning  process  and 
become  a better  clinician  faster?  Prob- 
lem solving  exercises  may  be  used  to 
improve  a medical  student’s  skill  in  gen- 
erating an  initial  set  of  hypotheses.2 
Students  should  be  schooled  in  meth- 
ods of  judicious  data  generation  and  in- 
terpretation. 
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The  clinical  problem  solving  process  is  not 
necessarily  linear  and  flow  from  compo- 
nent to  component  can  occur  in  an  almost 
random  fashion. 

Hypothesis  evaluation  skills  may  be 
aided  if  the  student  is  aware  of  heuris- 
tics that  may  be  used  to  aid  decision 
making.  Connelly  and  Johnson9  propose 
some  strategies.  For  example,  hypothe- 
ses should  not  be  considered  unless  sug- 
gested by  the  data.  Also,  hypotheses 
may  be  ranked  or  eliminated  on  the  ba- 
sis of  their  statistical  frequency  or  prob- 
ability. In  addition,  hypotheses  should 
be  distinguished  by  the  use  of  differen- 
tial tests. 

A clear  presentation  of  the  decision 
making  process  to  medical  students 
would  have  a positive  effect  on  their  ini- 
tial stages  of  medical  practice.  If,  as 
Scandura10  suggests,  he  has  been  able 
to  facilitate  a child’s  passage  from  one 
stage  of  problem  solving  ability  to  the 
next,  that  is  from  naive  to  neophyte, 
and  from  there  to  master,  then  these 
principles  should  be  applied  to  medical 
students.  Improving  their  ability  to 
make  decisions  would  improve  the  level 
of  medical  care  future  physicians  would 
be  able  to  deliver. 

Conclusion 

The  practice  of  medicine  is  an  art. 
Designating  medical  practice  as  an  art 
may  seem  at  first  to  preclude  it  from 
scientific  examination.  However,  once 
the  components  of  the  art  are  defined, 
they  can  be  studied.  Objective  study 
may  then  lead  to  reasonable  improve- 
ment upon  the  art.  The  art  of  medicine, 
as  defined  here,  is  the  application  of  a 
large  base  of  knowledge  using  various 
problem  solving  skills,  tempered  by  the 
noncognitive  factors  or  characteristics 
that  make  the  physician  human.  If  one 
accepts  this  multifaceted  view,  then  the 
following  generalizations  about  medical 
education  can  be  made. 

First,  the  importance  of  the  base  of 
knowledge  cannot  be  overemphasized. 
The  base  needed  to  practice  medicine 
today  is  already  large  and  continues  to 


expand.  Research  on  ways  to  facilitate 
the  physician’s  base  of  knowledge  has 
gone  on  for  many  years.  Computers  and 
mathematical  aids  have  been  used  as 
adjuncts  in  the  clinical  setting"  and 
their  potential  for  use  is  growing.  Medi- 
cal students  should  be  familiar  with 
them,  so  that  they  may  more  readily  ac- 
cept these  aids  as  part  of  everyday 
practice. 

Second,  the  process  of  clinical  prob- 
lem solving  should  be  incorporated  into 
medical  education.  The  earlier  students 
learn  the  process  (Figure  3),  the  more 
adept  they  will  be  at  using  it.  In  addi- 
tion to  the  process  of  problem  solving, 
analytic  aids  for  deductive  reasoning 
should  be  introduced.  These  include  de- 
cision analysis  and  logic  to  aid  the  rea- 
soning process. 

The  final  aspect  of  the  paradigm  is 
the  noncognitive  factor— empathy,  pa- 
tience, personality.  Although  difficult  to 
discern  in  an  applicant,  the  presence  of 
these  qualities  is  essential,  which  places 
great  import  on  the  medical  selection 
process.  In  addition,  these  qualities 
must  be  fostered  and  encouraged  dur- 
ing the  medical  school  years. 

The  art  of  medicine  is  composed  of  a 
base  of  knowledge,  problem  solving 
skills,  and  noncognitive  skills.  With 
these  three  components  a physician  will 
be  well  equipped  to  practice  medicine 
today,  and  in  the  future.  □ 
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in  my  opinion 

Changes  in  medicine  cause  ethical  problems 


Robert  Poole  III,  MD 

Recently,  an  older  man  came  to  see 
me  because  he  was  having  sub- 
sternal  and  interscapular  pain.  An 
EKG  revealed  no  myocardial  damage, 
but  chest  x-ray  and  CAT  scan  showed  a 
dissecting  thoracic  aortic  aneurysm 
with  evidence  of  an  early  leak.  Because 
of  the  fatal  prognosis,  he  immediately 
was  transferred  to  a leading  Philadel- 
phia hospital  for  definitive  aortic  sur- 
gery. 

Following  surgery,  in  spite  of  techni- 
cal surgical  success,  he  failed  to  regain 
spontaneous  breathing.  Although  the 
electroencephalogram  revealed  normal 
cerebral  activity,  the  brain  CAT  scan 
showed  a well  defined  brain  stem  in- 
farct, presumably  due  to  clamps  used 
on  the  vertebral  arteries,  necessary  dur- 
ing the  aortic  surgery. 

In  essence,  the  patient  was  not  brain- 
dead,  but  without  brain  stem  function, 
he  was  hopelessly  dependent  on  artifi- 
cial cardiopulmonary  support.  To  com- 
pound the  problem,  the  patient,  because 
of  his  unforeseen  complication,  had  ex- 
hausted his  newly  legislated,  prospec- 
tive, DRG  Medicare  payment,  and  the 
hospital  would  carry  his  continuing 
care  as  a loss.  This  socioeconomic  fact 
prohibited  his  transfer  back  to  our  com- 
munity hospital,  near  his  family. 

Should  physicians  refer  elderly  pa- 
tients for  such  formidable  surgery? 
What  criteria  should  legally  allow  the 
termination  of  cardiopulmonary  me- 
chanical support?  Does  an  unfortunate 
outcome  always  imply  medical  neglect? 
How  can  increasing  health  care  costs 
associated  with  technical  progress  be 
controlled?  Will  government  limita- 
tions, such  as  prospective  payment  for 
health  care,  have  an  adverse  effect  on 
quality?  Is  it  right  that  the  families  of 
the  outlier  are  placed  at  a social  disad- 
vantage? 

As  we  read  the  above  account,  thou- 
sands of  similar  cases  are  unfolding 
around  the  country.  While  few  receive 
publicity,  physicians  are  asked,  with  in- 
creasing frequency,  to  make  decisions 
with  great  ethical  and  moral  implica- 
tions. Solutions  to  old  problems  always 
create  new  ones. 


Ethics  and  medicine 

Ethical  concerns  are  as  old  as  the 
medical  profession  itself.  Hippocrates, 
the  father  of  scientific  medicine,  fash- 
ioned an  oath  that  suggests  what  we  do 
medically  can  represent  right  or  wrong. 

It  is  hard  to  believe  that  the  abolition 
of  disease,  the  relief  of  suffering,  and 
the  preservation  of  life— goals  of  the 
profession— could  represent  anything 
other  than  goodness.  However,  we 
know  that  the  profession  has  been  chal- 
lenged when  efforts  conflict  with  the 
mores  of  various  cultures. 

Thus,  the  physician  of  every  age  and 
every  culture  must  possess  a philosoph- 
ical dimension.  Socrates  first  devel- 
oped ethics  as  a field  of  philosophical 
inquiry.  He  viewed  it  as  a science  that 
studies  the  standards  of  human  con- 
duct and  moral  judgment.  Philosophers 
and  physicians  are  concerned  with  the 
rational  process  that  provides  defensi- 
ble answers,  logical  moral  reasons  for 
choosing. 

Technological  progress 

Most  of  the  problems  relating  to  to- 
day’s medicine,  medical  economics,  and 
bioethics  are  the  direct  result  of  rapid 
change;  perhaps  they  are  an  expression 
of  the  “future  shock”  predicted  by  Al- 
vin Toffler  in  1970.  All  of  us— consum- 
ers, physicians,  economists,  legislators, 
clergymen,  and  hospital  administrat- 
ors—fail  to  appreciate  the  great  prog- 
ress we  have  made  since  1940.  We  must 
become  aware  of  the  dynamic  nature  of 
this  process. 

During  World  War  II  someone  sprin- 
kled sulfanilamide  powder  on  an  open 
infected  wound  and  for  the  first  time  in- 
tervened in  a definitive  way  to  alter  the 
course  of  a disease  process.  Until  then, 
as  described  by  Dr.  Lewis  Thomas  in  his 
book,  “The  Newest  Science,”  medical 
education  was  primarily  a study  of  the 
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skills  of  prognostication  and  medical 
care  was  essentially  an  exercise  in  gath- 
ering conditions  conducive  to  natural 
healing. 

Subsequently,  however,  we  were  talk- 
ing about  “cure”  and  excited  research- 
ers in  infectious  diseases  led  us  down 
the  road  from  the  sulfas  to  the  peni- 
cillins, mycins,  cephalosporins,  and 
aminoglycosides.  In  the  area  of  preven- 
tion, polio,  rubella,  rubeola,  mumps, 
and  hepatitis  vaccines  now  are  avail- 
able. 

In  1951,  Dr.  John  Gibbon  at  the  Jef- 
ferson Medical  College  developed  the 
first  heart  and  lung  machine,  making  in- 
trathoracic  surgery  possible.  Next  came 
the  spinoffs  of  intensive  care  units  and 
cardiopulmonary  resuscitation.  The  def- 
inition of  death  was  rendered  obsolete 
and  Dr.  Elisabeth  Kubler-Ross  revived 
a concern  for  the  dignity  of  dying. 

Surgical  advances  were  followed  by 
dramatic  intervention  in  previously 
hopeless  pediatric  cases.  Great  strides 
also  came  in  cancer  treatment.  The  fo- 
cus now  is  on  the  dramatic  technology 
of  organ  transplantation. 

In  the  first  half  of  this  century  the  life 
expectancy  of  a newborn  child  was  less 
than  40  years.  Today  it  is  more  than  70 
for  both  sexes,  and  we  are  learning 
more  about  the  effects  of  our  bad 
habits,  the  environment,  and  diet  on 
longevity.  Although  few  professions  can 
document  such  a record  of  accomplish- 
ment, the  solutions  create  new  prob- 
lems. 

New'  problems 

In  1940,  few  would  have  believed  the 
possibility  of  the  technological  ad- 
vances that  have  been  made.  Now  that 
we  seem  able  to  perform  medical  mira- 
cles, the  general  public  expects  perfect 
results.  These  elevated  expectations 
have  given  rise  to  our  growing  malprac- 
tice crisis.  Never  before  has  the  need  for 
tort  law  reform  been  so  evident. 

Medical-legal  matters,  for  which 
there  is  no  case  law  precedent,  are  en- 
tering our  courts  each  day.  Legislators 
write  solutions  to  the  problems  of  the 
health  care  industry,  which,  in  turn, 
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make  new  problems.  The  medical  com- 
munity is  urged  to  solve  these  complex 
problems  outside  court  and  government 
and  “in  accordance  with  accepted  medi- 
cal standards.” 

The  technological  boost  has  had  an 
inevitable  economic  impact,  which  is 
blamed  on  careless  hospital  administra- 
tion and  physician  greed.  Proposed  so- 
lutions have  included  HSAs,  PSROs, 
HMOs,  and  DRGs— all  based  on  the 
principle  that  “we  just  won’t  pay  them 
what  it  costs.”  These  programs  have 
disrupted  the  trust  between  physicians 
and  patients. 

Health  care  rationing  is  seen  as  a so- 
lution to  the  domestic  economic  prob- 
lem of  health  care  costs.  Our  present 
unrestrained  approach  to  defense 
spending  and  the  personal  economic  im- 
pact of  catastrophic  illness  should  call 
us  to  reexamine  our  economic  priorities 
at  the  federal  level. 

We  must  confront  the  ethical  implica- 
tions of  our  technological  revolution.  Is 
health  care  a right  or  a privilege?  Are 
we  investing  our  efforts  to  prolonging 
the  quantity  of  life  with  no  thought  to 
the  quality?  We  seem  to  understand  so 
well  the  disease  we  are  endeavoring  to 
abolish.  Do  we  understand  as  well  the 
state  of  health,  in  its  fullest  sense,  that 
we  hope  to  achieve? 

In  essence,  health  care  problems  in- 


The  fastest  growing  population  group 
in  the  United  States  includes  those  85 
years  of  age  and  over.  In  developing 
countries  that  age  group  starts  at  65 
years  of  age.  At  the  United  Nations 
World  Assembly  on  Aging  in  Vienna  in 
July  1982  it  was  estimated  that  some 
258  million  persons  worldwide  were 
aged  65  and  over.  That  number  is  rap- 
idly rising  and  is  expected  to  be  396  mil- 
lion .by  the  year  2000.  Also,  it  is  pro- 
jected that  more  than  10  percent  of  the 
elderly  throughout  the  world  will  be  80 
years  of  age  or  older  by  the  year  2000. 

The  old-old  population,  85-plus,  suffer 
most  severely  from  the  ravages  of  aging 
and  are  most  likely  to  be  warehoused  in 
nursing  homes.  However,  the  majority 
of  older  people  in  need  of  care  receive  in- 
home  health  care  service,  not  nursing 


elude  medical,  economic,  legal,  ethical, 
and  legislative  factors.  What  is  ethical 
sometimes  is  not  legal,  and  what  is  ideal 
sometimes  is  not  economically  feasible. 

Decision  procedure 

Physicians  work  in  a world  of  situa- 
tion ethics— there  is  no  black  or  white. 
Rigid  laws  curtail  the  flexibility  needed 
for  decision  making. 

The  physician,  neither  omnipotent 
nor  omniscient,  needs  a “decision  proce- 
dure,” so  that  his  philosophical  behav- 
ior is  guided  by  the  same  objectivity 
that  he  exercises  in  scientific  diagnosis 
and  treatment.  We  need  a rational  pro- 
cess that  provides  answers  that  can  be 
defended. 

Actually,  making  an  ethical  decision 
is  no  different  from  all  other  decisions 
we  make.  Consciously  or  unconsciously 
we  first  identify  the  problem,  gather 
data,  and  then  take  action  in  the  light  of 
anticipated  consequences.  However, 
ethical  issues  can  be  very  complex; 
hence,  the  greater  need  for  a decision 
procedure,  as  outlined  below. 

A.  Identify  the  problem. 

1.  Is  it  an  ethical  issue? 

2.  Is  the  ethical  issue  descriptive? 
(Can  the  right  or  good  decision 
be  discovered  by  the  logical 
study  of  known  medical,  social, 
economic,  and  legal  facts?) 

3.  Is  the  ethical  issue  normative? 
(Does  finding  the  right  or  good 
decision  involve  any  absolute 


on  aging 


home  care.  While  home  care  may  cause 
familial  and  financial  stress,  it  is  no- 
where near  as  inhumane  and  futile  as 
nursing  home  care. 

The  plea  of  many  elderly  people  is  not 
to  be  a burden  on  their  children;  nor  do 
they  want  to  be  warehoused  in  nursing 
homes  for  a period  of  months  or  years. 
Part  of  the  problem  is  the  public’s  aver- 
sion to  dying  at  home.  A rational  exami- 
nation of  death  and  dying  at  home  is  in 
order.  Among  some  Indian  tribes,  there 


The  author,  an  internist,  is  professor  of  health 
administration  in  the  Graduate  School  of 
Public  Health  at  the  University  of  Pitts- 
burgh. This  commentary  is  reprinted  with 
permission  from  the  Bulletin  of  the  Alle- 
gheny County  Medical  Society. 


Random  thoughts 

Gordon  K.  MacLeod,  MD,  FACP 


theories  of  rightness  held  by  in- 
terested parties?) 

B.  Gather  all  Data. 

1.  What  are  the  medical  facts? 

2.  What  are  the  social  facts? 

3.  What  are  the  economic  facts? 

4.  What  are  the  legal  facts? 

5.  What  are  the  values  of  patient, 
family,  institution,  society,  and 
physician  that  play  upon  the  sit- 
uation? 

C.  Identify  alternative  courses  of 
action. 

1.  What  are  the  ethical  assump- 
tions of  each  potential  action? 

2.  What  are  the  value  conflicts  in 
each? 

3.  What  are  the  values  of  priority? 

4.  Test  the  alternatives  on  each  in- 
terested party. 

D.  Decide  on  the  best  course  of 
action. 

1.  Does  your  decision  support  or 
negate  the  values  of  all  or  any? 

2.  Can  you  logically  present  your 
moral  reasons  for  choosing? 

3.  Can  you  handle  the  favorable 
and  unfavorable  consequences 
of  your  decision? 

We  must  continue  to  face  ethical  med- 
ical decisions  with  a process  that  has 
stood  the  test  of  time.  Unfortunately, 
these  decisions  must  now  be  made  in  a 
much  more  complicated  environment. 
Oh  Socrates  and  Hippocrates,  where 
are  you  in  our  moment  of  greatest 
need?  □ 


has  been  a tradition  of  the  elderly  walk- 
ing alone  in  the  desert  to  die  before  they 
become  a burden  to  the  family.  Simi- 
larly, the  Eskimos  have  been  reported 
to  leave  the  family  dwelling  to  die  out 
on  the  ice.  Needless  to  say,  this  ap- 
proach is  probably  under-reported  in 
the  urban  environment. 

The  outcry  for  the  construction  of 
more  nursing  homes  would  seem  to  im- 
ply that  society  has  abandoned  infor- 
mal assistance  programs  for  the  elderly. 
This  is  absolutely  untrue  when  one  con- 
siders that  double  the  number  of  bed- 
fast or  permanently  confined  older  per- 
sons are  cared  for  at  home  rather  than 
in  institutions.  For  those  senior  citizens 
who  have  given  society  a lifetime  of  ser- 
vice, it  is  our  moral  duty  to  offer  them 
at  least  a choice  of  remaining  at  home 
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association  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
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rather  than  confinement  in  a nursing 
home.  While  the  size  of  the  immediate 
family  has  shrunk  and  the  nuclear  fam- 
ily has  undergone  some  degree  of  evolu- 
tion, an  informal  system  supporting  the 
extended  family  is  still  very  much  in- 
tact and  does  not  serve  simply  as  a 
storehouse  for  human  merchandise. 

In  practice,  the  caring  system  for  the 
elderly  can  be  viewed  as  a series  of  con- 
centric circles:  from  a targeted  central 
informal  system  to  the  outer  rim  of  for- 


mal organizational  support.  Modern 
civilization  reproduces  the  social  evolu- 
tion of  the  family:  from  spouse  to  chil- 
dren, from  relatives  to  friends,  from 
neighbors  to  social,  employe  and 
church  groups,  and  even  to  those  who 
work  in  regularly  frequented  restau- 
rants and  shops.  Examples  of  informal 
networks  make  it  possible  for  the  el- 
derly to  remain  at  home,  even  to  die  at 
home. 

Now  is  the  time  to  envision  the  future 
in  a world  where  seniors  may  outnum- 
ber juniors.  The  warehouse  or  the  store- 
house is  not  an  acceptable  answer  for 


the  elderly  although  it  is  unlikely  that 
we  will  rid  ourselves  of  this  scourge 
completely.  Rather,  let  us  build  on  an  in- 
formal caring  and  support  system  be- 
fore reaching  the  outer  circles  so  influ- 
enced by  politicians,  regulators,  and 
institutional  care  givers. 

These  random  thoughts  in  no  way  ne- 
gate the  importance  of  blending  public 
and  private  resources  in  the  provision 
of  services.  They  do,  however,  serve  to 
chastise  us  for  our  overdependence  on 
the  bureaucratization  that  has  sprung 
from  government  offices  in  an  effort  to 
respond  to  society’s  needs.  □ 


A challenge  that  deserves  attention 

Angelo  P.  Giardino 


“We  are  Astronauts  — all  of  us.  We  ride  a Spaceship  called 
Earth  on  its  endless  journey  around  the  sun.  This  ship  of  ours 
is  blessed  with  life  support  systems  so  ingenious  that  they  are 
self  renewing,  so  massive  that  they  can  supply  the  needs  of 
billions.” 

Gordan  Young  in  “Pollution,  Threat  to  Man’s  Only  Home,” 
National  Geographic , December,  1970.  Used  with  permission. 


Over  the  past  several  years,  Ameri- 
cans have  witnessed  a number  of 
toxic-waste  related  crises  throughout 
the  nation.  These  tragedies,  unfortu- 
nately, make  it  abundantly  clear  that 
our  Spaceship  is  in  trouble.  The  life  sup- 
port systems— air,  water,  and  soil— that 
Gordan  Young  so  eloquently  describes 
have  been,  and  continue  to  be,  poisoned 
by  careless  use  and  irresponsible  dis- 
posal of  a myriad  of  toxic  agents  within 
our  environment.  As  a result,  our  pre- 
cious, life-sustaining  systems  are  failing 
to  renew,  and  pollution  nightmares,  like 
those  seen  in  Love  Canal,  New  York  and 
Times  Beach,  Missouri,  continue  to  oc- 
cur with  ominous  physical,  emotional, 
and  economic  impact.  As  the  flight 
crew  on  Spaceship  Earth,  we  face  a ma- 
jor challenge  that  demands  immediate 
attention. 

Our  spacecraft  has  many  blessings, 
but  it  is  not  blessed  with  a magical 
hatch  door  through  which  we  can  eject 
our  harmful  pollutants.  Consequently, 
the  toxic  agents  that  we  use  and  dis- 
card will  accumulate  and  ultimately  poi- 
son us  along  with  our  posterity  unless 
we,  the  Earth’s  crew,  make  a concerted 


effort  to  face  this  problem  and  aggres- 
sively pursue  practical  means  by  which 
to  contain  and  control  toxic  agents  and 
their  deleterious  effects  on  us  and  our 
environment.  Obviously,  we  will  never 
be  totally  free  of  environmental  pollu- 
tion, but  through  a cooperative  effort 
among  government,  industry,  and  citi- 
zenry based  on  a common  sense  assess- 
ment of  the  gravity  of  the  situation,  we 
can  begin  to  attack  the  problem  and  lay 
the  groundwork  upon  which  to  fashion 
a lasting  solution. 

Medical  students  have  a part  to  play 
in  this  cooperative  effort.  As  the  medi- 
cal officers  in  training  aboard  Space- 
ship Earth,  eventually  we  will  be  re- 
sponsible for  providing  health  care  to 
our  fellow  crew  members.  The  action  we 
take  now  will  affect  the  health  risks 
faced  by  our  future  patients. 

At  this  point  we  have  two  options.  On 
the  one  hand,  we  can  simply  ignore  the 
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pollution  issue  altogether  and  make  no 
attempt  to  find  ways  to  reduce  the 
environmentally-related  health  hazards 
that  our  future  patients  will  face.  On 
the  other  hand,  we  can  accept  the  chal- 
lenge, make  a firm  commitment  to  learn 
more  about  the  pollution  issue,  and  seek 
ways  to  reduce  the  health  hazards  that 
our  patients  will  face. 

If  we  are  to  preserve  our  Spaceship’s 
life  support  systems,  we  must  study 
and  resolve  the  problems  of  environ- 
mental pollution.  In  the  past,  when  our 
nation  faced  a challenge,  people  with 
foresight  and  initiative  came  forward  to 
overcome  the  obstacle  at  hand.  Conse- 
quently, America  has  met  many  chal- 
lenges and  overcome  many  obstacles  in 
its  history.  No  less  effort  will  be  re- 
quired on  pollution,  and  medical  stu- 
dents should  be  among  the  people  who 
step  forward.  We  have  the  capability 
and  the  ingenuity,  now  we  must  carry 
through  with  the  resolve. 

As  a result,  we  will  be  able  to  bestow 
upon  our  posterity  a worthy  inheri- 
tance: a clean  and  healthful  spacecraft 
upon  which  to  journey  around  the 
Sun.  □ 
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medical  feature 


Replacing  malpositioned  subclavian  catheters 


Ali  S.  Ahmadinejad,  MD 
Edward  D.  McLaughlin,  MD 
John  J.  McKeown  Jr.,  MD 

Insertion  of  a central  venous  pressure 
catheter  is  not  without  incidence  of 
significant  complications,  one  of  which 
is  a malpositioned  catheter.  The  tech- 
nique for  replacing  a malpositioned  cen- 
tral venous  catheter  is  described.  158 
successful  consecutive  catheterizations 
of  subclavian  veins  are  reported  in  141 
patients,  with  15  malpositioned  cathe- 
ters, an  incidence  of  9.5  percent.  Re- 
placement of  the  malpositioned  cathe- 
ter was  attempted  in  11  of  these  15 
patients;  it  was  successful  in  ten  cases, 
or  91  percent.  There  were  no  mortalities 
or  morbidities.  The  technique  is  simple, 
safe,  and  saves  time. 

Percutaneous  catheterization  of  the 
subclavian  vein  is  a common  surgical 
procedure  that  facilitates  measure- 
ment and  monitoring  of  central  venous 
pressure,  administration  of  chemother- 
apeutic agents  in  cancer  patients,  and 
infusion  of  hyperalimentation  solutions 
in  malnourished  patients,  as  well  as 
rapid  blood  or  fluid  replacement. 

Widespread  use  of  this  technique 
mandates  full  awareness  of  the  surgical 
anatomy  of  the  subclavian  veins  and 
adjacent  structures,  the  technique  of  in- 
sertion of  the  catheter,  complications 
associated  with  the  procedure,  and 
management  of  the  complications.  The 
incidence  of  complications  varies  from 
two  to  20  percent  according  to  various 
reports.  These  complications  include 
pneumothorax,  hemothorax,  injury  to 
the  brachial  plexus,  injury  to  the  tra- 
chea and  thoracic  duct,  air  embolus, 
phrenic  nerve  paralysis,  septicemia, 
septic  thrombosis,  arterial  puncture, 
and  embolization  of  the  tip  of  the  cathe- 
ter.1'2'3'4 

In  order  to  use  the  inserted  catheter 


The  authors  are  associated  with  Mercy  Cath- 
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merly chief  surgical  resident,  currently  is 
staff  surgeon.  Dr.  McLaughlin  is  director  of 
the  department  of  surgery  at  the  medical  cen- 
ter's Misericordia  Division  in  Philadelphia, 
and  Dr.  McKeown  is  chairman  of  the  depart- 
ment of  surgery  at  Mercy  Catholic  Medical 
Center. 


for  the  aforementioned  purposes,  the 
tip  of  the  catheter  should  be  in  the  supe- 
rior vena  cava  (SVC)  or  right  atrium. 

The  malpositioning  of  a subclavian 
catheter  is  a problem  with  an  incidence 
rate  of  1.7  to  25%  according  to  different 
reports.56  The  most  common  locations 
are  the  internal  jugular  vein  and  the  in- 
nominate vein  as  reported  in  25%  of 
cases  by  Deitel  and  McIntyre6  and  in 
5.6%  of  cases  by  Blackett  and  associ- 
ates.7 

A prospective  study  was  undertaken 
at  Mercy  Catholic  Medical  Center,  Mi- 
sericordia Division,  of  141  patients  who 
underwent  158  successful  catheteriza- 
tions of  the  subclavian  vein  for  intrave- 
nous hyperalimentation  or  chemother- 
apy. The  purpose  of  this  paper  is  to 
report  this  institution’s  experience  with 
malpositioned  subclavian  catheters,  to 
offer  aides  to  decrease  the  incidence  of 


malpositioned  catheters,  and  to  im- 
prove the  technique  for  the  replacement 
of  the  malpositioned  catheter  into  the 
SVC. 

Procedure 

The  subclavian  catheter  tray  in  the 
Misericordia  Division  includes  a No.  16 
or  No.  14  catheter  (Argyle  Intramedi- 
cut),  sterile  gloves  and  towels,  sterile 
gauze,  two  ampules,  each  containing 
2 ml  of  1 percent  Xylocaine  (lidocaine 
hydrochloride,  Astra),  00  Ethibond  stu- 
ture,  suture  kit  with  a 5 cc  syringe,  a 25- 
gauge  and  a 21 -gauge  needle. 

The  patient  is  put  in  the  Trendelen- 
burg position  with  a rolled  bedsheet 
placed  longitudinally  between  the 
shoulder  blades.  The  patient’s  head  is 
turned  to  the  contralateral  side.  After 
preparing  the  skin  with  Betadine  solu- 
tion (povidone  iodine,  Purdue  Freder- 


Figure  1.  Insert  guide  wire  into  malposi- 
tioned catheter. 

Figure  2.  Withdraw  old  catheter.  Insert 
Medicut  Cannula  over  guide  wire. 

Figure  3.  Withdraw  the  guide  wire,  pa- 
tient’s face  to  ipsilateral  side.  Reinsert  the 
guide  wire. 
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Table  1 

Location  and  results  of  replacing  15  maipositioned  catheters 


Location  of  maipositioned 
subclavian  catheter 

Number  of 

maipositioned  catheters 

Replacement 

attempts 

Successful 

attempts 

Ipsilateral  Internal  Jugular  Vein 

12 

10 

10 

Contralateral  Subclavian  Vein 

1 

1 

— 

Contralateral  Innominate  Vein 

1 

— 

— 

Curled  in  Superior  Vena  Cava  with 
tip  in  Superior  Vena  Cava 

1 

— 

— 

Total 

15 

11 

10 

ick),  draping  the  site  in  the  usual  fash- 
ion, and  anesthetizing  the  area  with  a 
local  anesthetic,  the  subclavian  vein  is 
entered  through  a percutaneous  stick. 

When  a satisfactory  blood  return  into 
the  syringe  is  obtained,  the  syringe  and 
needle  are  withdrawn  and  the  Medicut 
Cannula  is  left  in  place  with  its  tip  in 
the  subclavian  vein.  The  subclavian 
catheter  then  is  inserted  into  the  sub- 
clavian vein.  The  natural  curve  of  the 
catheter  should  be  observed  during  the 
insertion  so  that  the  tip  of  the  catheter 
goes  downward  into  the  superior  vena 
cava,  rather  than  into  the  jugular  vein. 
After  insertion,  the  catheter  is  secured 
to  the  skin  with  two  stitches  of  00  Ethi- 
bond  and  dressed  under  sterile  condi- 
tions. 

During  the  insertion  of  the  catheter 
itself,  the  patient  is  asked  to  turn  his 
head  toward  the  surgeon.  This  de- 
creases the  angle  between  the  subcla- 
vian vein  and  the  internal  jugular,  and 
reduces  the  possibility  of  the  tip  of  the 
catheter  entering  the  jugular  vein.  If 
the  chest  x-ray  shows  the  tip  of  the 
catheter  is  not  in  the  superior  vena 
cava,  an  attempt  to  replace  the  catheter 
is  made  as  soon  as  possible. 

Replacement  technique 

The  patient  is  prepared  and  posi- 
tioned in  the  same  way  as  for  subcla- 
vian catheter  insertion,  previously  men- 
tioned. A subclavian  catheter  tray  and 
a soft-tipped  (floppy-ended)  40  cm  long, 
20  gauge  flexible  guide  wire  are  used. 
The  existing  catheter  is  plugged  and 
along  with  the  skin,  is  prepped  with  Be- 
tadine  solution.  The  catheter  then  is  un- 
plugged under  sterile  conditions  and 
the  guide  wire  is  inserted  into  the  cathe- 
ter and  subclavian  vein  with  the  soft  tip 
first. 

Keeping  the  guide  wire  in  place,  the 
old  catheter  is  withdrawn  completely 
At  this  time,  the  Medicut  Cannula  is  in- 


serted into  the  vein  over  the  guide  wire. 
Bleeding  around  the  guide  wire  and 
from  the  Medicut  Cannula  assures  that 
the  tip  of  the  cannula  is  in  the  subcla- 
vian vein.  The  guide  wire  then  is  with- 
drawn and  the  patient  is  asked  to  turn 
his  head  to  the  ipsilateral  side.  Now  the 
guide  wire  is  reinserted  and  introduced 
completely.  The  surgeon  should  not  feel 
any  resistance  while  advancing  the 
guide  wire.  A new  subclavian  catheter 
is  inserted  over  the  guide  wire,  passing 
through  the  Medicut  Cannula  without 
touching  the  skin.  The  guide  wire  then 
is  withdrawn  and  the  catheter  is  se- 
cured in  the  usual  fashion.  A chest 
x-ray  confirms  the  proper  position  of 
the  catheter. 

The  technique  of  withdrawing  the 
maipositioned  catheter  approximately 
10  cm  and  reinserting  the  same  catheter 
is  not  used  at  Mercy  Catholic  Medical 
Center  for  the  following  reasons: 

1.  Withdrawing  the  catheter  an  esti- 
mated distance  of  10  cm  could  leave  the 
tip  of  the  catheter  in  the  jugular  vein  or 
out  of  the  subclavian  vein  resulting  in 
an  unsuccessful  attempt. 

2.  Withdrawing  and  then  readvanc- 
ing the  same  catheter  while  it  is  in  con- 
tact with  the  skin  at  the  insertion  site, 
carries  more  risk  of  infection.  In  the 
technique  described,  the  access  to  the 
subclavian  vein  is  maintained  by  use  of 
the  Medicut  Cannula.  This  also  pre- 
vents the  newly  inserted  catheter  from 
direct  contact  with  the  skin  and  de- 
creases the  likelihood  of  infection. 

Results 

Of  the  158  successful  catheterizations 
of  subclavian  veins  for  intravenous  hy- 
peralimentation or  chemotherapy,  15 
patients  or  9.5  percent  had  maiposi- 
tioned catheters.  This  was  proven  by 
chest  x-ray  taken  immediately  after  the 
procedure*  Of  the  15  maipositioned 
catheters,  12  (80  percent)  were  in  the  ip- 


silateral internal  jugular  veins,  one  was 
in  the  contralateral  subclavian  vein,  one 
was  in  the  contralateral  innominate 
vein,  and  one  was  curled  in  the  superior 
vena  cava  with  the  tip  in  a satisfactory 
position. 

Two  catheters,  the  one  that  was 
curled  in  the  superior  vena  cava,  and  i 
the  one  in  the  contralateral  innominate 
vein,  were  left  in  place.  Two  of  the  pa- 
tients with  catheters  in  the  internal  jug- 
ular vein,  who  needed  the  catheters  for 
chemotherapy,  were  not  in  satisfactory 
condition  for  replacement  attempts 
upon  discovery  of  malposition.  The  re- 
maining ten  catheters  in  the  internal 
jugular  veins  all  were  replaced  success- 
fully using  the  technique  described.  At- 
tempts to  replace  the  one  catheter  in 
the  contralateral  subclavian  vein  were 
unsuccessful,  the  only  failure  in  this  se- 
ries. This  patient  was  a 76  year  old 
black  woman  with  degenerative  joint 
disease,  and  chronic  lung  disease  with 
deviation  of  the  trachea  to  the  right 
side  (the  side  of  the  catheterization),  Ta- 
ble 1. 

Summary 

Replacing  the  maipositioned  subcla- 
vian catheter  eliminates  many  of  the 
complications  reported  with  subclavian 
catheter  insertions.  141  patients  with 
158  successful  catheterizations  of  sub- 
clavian veins  are  reported,  with  a 
maipositioned  catheter  in  15  cases  (9.5 
percent).  The  maipositioned  catheter 
was  replaced  in  11  patients,  all  within 
six  hours  from  insertion,  with  satisfac- 
tory results  in  ten  patients  (success  rate 
91  percent).  This  technique,  done  with- 
out using  fluoroscopy,  is  a simple,  accu- 
rate procedure  that  saves  time  and  has 
a minimal  chance  of  contamination  or 
complications.  □ 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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classified  advertising 


PHYSICIANS  WANTED 

Pennsylvania  — Emergency  physician  system.  Needs  several 
fulltime  emergency  physicians  for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor  arrangements.  The  sys- 
tem is  on  a "fee-for-service”  basis.  Contact:  (412)  228-3400  for  inter- 
view appointment. 

NEEMA  Emergency  Medical  — a professional  association.  Emer- 
gency medicine  positions  available  with  emergency  physician  group 
in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and  throughout  New  England,  the 
Southeast,  and  the  Midwest,  including  all  suburban,  rural  and  metro- 
politan areas.  Fee-for-service  with  minimum  guarantee  provided.  Mal- 
practice paid.  Practice  credits  toward  board  certification.  Physicians 
department  directors  also  desired.  Please  send  resume  to:  NEEMA 
Emergency  Medical,  Suite  400,  399  Market  Street,  Philadelphia,  PA 
19106  or  phone  (215)  925-3511  in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligible.  Mental  hospital  in 
metropolitan  area.  Easy  access  to  New  York,  Philadelphia,  and  close 
to  Pocono  resort  area.  Good  salary  with  excellent  fringe  and  retire- 
ment benefits.  Pennsylvania  license  required.  Contact  Mrs.  Kathleen 
D.  Reese,  ACSW,  Superintendent,  Clarks  Summit  State  Hospital, 
Clarks  Summit,  Pennsylvania  18411;  (717)  586-2011. 

Immediate  full-time  position  available  in  central  Pennsylvania  for 
personable,  American-trained  emergency  medicine  specialist.  Board 
certified  or  Board-prepared  candidates  preferred,  but  not  essential. 
Rural  hospital  located  20  miles  from  State  College.  Excellent  benefit 
package  and  competitive  salary.  Physicians  associated  with  large 
teaching  hospital.  Submit  CV  to  Administrator,  M.V.M.G.,  Three  Medi- 
cal Center  Drive,  Philipsburg,  PA  16866,  or  call  (814)  342-5402. 

Internist  — Unique  opportunity  for  the  right  person  to  join  a dynamic 
exciting  group  practice  in  Pittsburgh.  Excellent  salary  with  all  fringes. 
Partnership  available.  Please  send  CV  to  Department  986,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA  17043. 

Emergency  physicians  — Emergency  medicine  opportunities  avail- 
able for  career  oriented  medical  directors  and  staff  physicians  li- 


censed in  MD  and/or  PA.  Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent  experience. 
Competitive  income  and  malpractice  insurance  provided.  Please 
send  CV  to  Sally  Bowen  at  6227  Executive  Blvd.,  Rockville,  MD 
10852,  or  call  (301)  984-0353. 

Pennsylvania,  Northwest:  Emergency  physicians.  Immediate  full- 
time positions  and  directorships  available  in  attractive  location.  An- 
nual emergency  department  volume  of  12,000.  Excellent  compensa- 
tion including  malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc.,  One  Windemere  Place,  Room  27,  Petoskey,  Ml 
49770;  1-800-253-7092. 

Medical  director/psychiatrist  — Outstanding  opportunity  for  dy- 
namic, highly  skilled  psychiatrist.  The  qualified  candidate  will  be  ap- 
pointed part-time  medical  director  for  the  newly  reorganized  57-bed 
psychiatric  service  of  a 375-bed  community  hospital.  A second  psy- 
chiatrist, preferably  Board  eligible/certified  in  child  psychiatry  is  also 
being  sought.  Parkersburg  is  part  of  a metropolitan  area  of  165,000 
which  is  underserved  by  private  practice  psychiatrists.  Excellent  po- 
tential to  develop  large  private  practice.  Strong  support  offered  by 
hospital  in  assisting  selected  candidates  with  establishing  a success- 
ful practice.  An  EOE.  Please  send  resume  to  Arthur  Maher,  Saint 
Joseph  Hospital,  19th  St.  and  Murdoch  Ave.,  Parkersburg,  WV 
26101. 

Physicians/dentists  needed  — new  multidisciplinary  medical 
center/urgent  care/SEC  accepting  applications  for  positions  in  family 
medicine,  orthopedics,  radiology,  emergency  medicine,  podiatry. 
Space  available  for  future  occupancy  and  opportunity  for  profit  shar- 
ing. For  more  information,  call  (215)  946-0448,  Mrs.  Schumacher. 

Emergency  physicians  — Maybe  you’re  interested  in  resorts, 
beaches,  and  casinos.  Or  maybe  it’s  Philadelphia  excitement  you’re 
looking  for.  Or  maybe  you’d  prefer  an  easy  going,  comfortable  subur- 
ban location.  No  matter,  Emergency  Medical  Specialty  Services  can 
offer  you  full/part  time  and  locum  tenens  positions  in  any  of  these 
desirable  settings.  We  have  openings  available  near  the  Jersey 
shore,  in  Philadelphia  and  its  suburbs  for  ER  physicians  with  prior  ER 


RHWills  Eye  Hospital 

Ophthalmology  Update  for  the  Family  Medicine/General  Practice  Physician 
Wednesday,  October  9,  1985 


Registration  fee:  $35.00 
Further  Information: 

Wills  Eye  Hospital 

Department  of  Continuing  Medical  Education 
9th  & Walnut  Streets 
Philadelphia,  PA  19107 
(215)  928-3378 

Ms.  Lucia  M.  Manes,  Conference  Coordinator 


Richard  A.  Ellis,  M.D.,  Course  Director 

4 Continuing  Education  Credit  Hours 

American  Medical  Association 
American  Osteopathic  Association 
American  Academy  of  Family  Physicians 
Seminar  site:  Wills  Eye  Hospital, 
Philadelphia,  PA 
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experience.  In  return,  you’ll  enjoy  a highly  competitive  salary  and  a 
schedule  that’s  as  flexible  as  you  need  it  to  be.  For  immediate  consid- 
eration call:  Don  Murphy,  Emergency  Medical  Specialty  Services, 
Benjamin  Fox  Pavilion,  Suite  922,  Jenkintown,  PA  19046;  (215)  576- 
5656. 

Psychiatrist,  Board  certified  or  eligible.  Full-time  position.  Full  ser- 
vices mental  health  organization.  Up  to  $59,000  plus  full  benefits. 
Scenic  Bucks  County  (PA)  near  Philadelphia.  Call  Ms.  Cifelli,  Lenape 
Valley  Foundation,  (215)  822-7510. 

Southern  California  — Prestigious  HMO  is  seeking  experienced 
specialists  and  general  practitioners  for  our  facilities  in  Los  Angeles 
and  Orange  Counties.  Located  in  close  proximity  to  major  teaching 
centers,  we  offer  the  opportunity  for  continued  professional  develop- 
ment and  rewarding  clinical  practice.  Excellent  compensation  and 
benefits  including  paid  malpractice,  life,  disability,  medical  and  dental 
coverage,  paid  vacations,  sick  leave,  educational  leave  and  retire- 
ment plan.  Please  send  CV  to:  Director/Physician  Recruitment, 
CIGNA  Healthplans  of  California,  700  N.  Brand  Blvd.,  Suite  500-54, 
Glendale,  CA  91203. 

Anesthesiologist  — BC/BE  for  100-bed  community  hospital  with  a 
service  area  of  30,000  people.  Pleasant  community  with  good 
schools.  Close  access  to  1-79  and  1-80.  Close  to  Erie,  Youngstown, 
and  Pittsburgh  (1-2  hours).  To  work  with  three  CRNA’s.  No  cardiac  or 


neurosurgery.  Please  send  CV  and  inquiries  to  Mr.  William  Likar, 
President,  Titusville  Hospital,  406  West  Oak  Street,  Titusville,  PA 
16354. 

Family  practice/central  Pennsylvania  — Excellent  solo  opportunity 
for  BC/BE  family  physician  in  a semi-rural  setting.  Ideal  family  ori- 
ented community  with  plentiful  recreational  and  educational  opportu- 
nities. Fee  for  service  plus  rewarding  first  year  guarantees.  Send  CV 
or  call  Gerald  Russo,  Director  of  Development,  Pottsville  Hospital  and 
Warne  Clinic,  420  South  Jackson  Street,  Pottsville,  Pennsylvania 
17901;  (717)  622-6120,  extension  203. 

Family  practice/central  Pennsylvania  — Seeking  family  practice 
physician  to  join  an  expanding  private  practice  as  an  associate/ 
partner.  Ideal  family-oriented  community  in  semi-rural  setting  with 
plentiful  recreational  and  educational  opportunities.  Send  CV  or  call 
Gerald  Russo,  Director  of  Development,  Pottsville  Hospital  and 
Warne  Clinic,  420  South  Jackson  Street,  Pottsville,  Pennsylvania 
17901;  (717)  622-6120,  extension  203. 

Family/general  practice  — Seeking  an  individual  interested  in  join- 
ing a well-established  very  busy  primary  care  partnership  in  north 
central  Pennsylvania.  Excellent  working  conditions  in  modern  medi- 
cal arts  building  attached  to  new  89-bed  acute  care  hospital.  Full  priv- 
ileges available  in  all  specialties.  Board  certification  not  required. 
Generous  salary,  benefits  package,  and  incentive  program.  Please 


Practices  Available 

ALLERGY — Suburban  Philadelphia-fully 
equipped,  excellent  staff,  and  favorable 
lease. 

ALLERGY/IMMUNOLOGY— Close  to 
New  York  City — consistent  growth. 

DERMATOLOGY — New  England — fine 
practice  in  growth  area.  Very  low 
overhead. 

ENT — Pennsylvania — large , fast-growing 
practice.  New  office  and  equipment. 

INTERNAL  MEDICINE — Two  practices  in 
Delaware — flexible  arrangements. 

RADIOLOGY — Pennsylvania — large 
well-equipped  practice. 

Several  other  PED,  IM,  and  OB/GYN 
practices  are  available. 

For  more  information  on  these  opportunities 
or  other  practices  listed  on  the  First  Health 
Multiple  Listing  Network,  call  (215)  667-8630 
or  send  your  curriculum  vitae  to: 

Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  PA  19004 


PMS 


Physician 

Placement 

Service 


■ A new  PMS  service  for  physicians  seeking  prac- 

tice opportunities  and  for  physicians  with 
practice  opportunities  available. 

1 Physicians  and  opportunities  contact  each 
other  directly. 

■ Two  registers  published  bimonthly:  one  listing 

practice  opportunities  and  one  listing  physi- 
cians seeking  opportunities.  All  entries  will 
be  listed  by  code.  Your  name  and  address 
will  not  be  published. 


For  more  information, 
contact  Tim  Smith, 
at (717)  763-7151. 


PENNSYLVANIA 

medicaloA  AC 
society!  1V1D 
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NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  off  while  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group, 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call: 

412/741-3310 


J|g  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


contact  Joseph  J.  Kernich,  M.D.,  Punxs’y  Area  Health  Center,  R.D. 
#5,  Punxsutawney,  Pennsylvania  15767  or  call  (814)  938-3310. 

Medical  practice  — Physician  with  35-year  very  active  practice,  lo- 
cated in  northeast  Philadelphia,  primarily  Medicare,  is  retiring.  Very 
active  affiliation  with  Jeanes  Hospital  with  growth  of  approximately 
$280,000.  Will  introduce.  Must  be  qualified  family  practitioner  or  gen- 
eral internist.  Financing  arrangement  available.  Please  send  curricu- 
lum vitae  to:  W-20,  PO  Box  17182,  Philadelphia,  PA  19105. 

Cardiologist  — Non-invasive.  Board  certified  or  eligible.  Growth  op- 
portunity in  an  established,  diversified  practice.  Salary,  benefits  and 
buy-in  option.  Send  CV  to  Joan  Carroll,  Alzed,  Four  Gateway  Center, 
Suite  205,  Pittsburgh,  PA  15222  or  call  collect  (412)  261-7200. 

Ob/gyn,  BE/BC  to  join  another  female  obstetrician  in  central  New 
York  State.  Position  available  due  to  enormous  growth  of  the  practice. 
Majority  of  population  childbearing  age.  Guaranteed  income.  Ancil- 
lary help,  office  space  contiguous  to  158-bed  hosoital.  Family  ori- 
ented lifestyle  Outstanding  schools  and  recreational  area.  Reply  to 
Box  127,  Pennsylvania  Medicine,  20  Erford  Road,  Lemovne  PA 
17043.  ’ 

Camp  physicians  — Camp  Chen-A-Wanda,  fine  northeast  Pennsyl- 
vania coed  camp.  One  to  two  weeks  available  in  July  or  August.  Ex- 
cellent living  accommodations  for  physician  and  family.  Combine  va- 
cation with  little  work.  Three  RNs  on  duty.  Call  (516)  643-5878  collect 
(evenings). 

Cardiologist  — Board  eligible/certified  cardiologist  needed.  Diversi- 
fied cardiology  practice  needs  non-invasive  person.  Must  read  echo, 
holters,  and  run  cardiac  rehab  program.  Group  has  many  hospital 
contracts  and  is  establishing  two  additional  cardiac  rehab  centers 
Please  write  Shared  Health  Systems,  2566  Haymaker  Road  Pitts- 
burgh, PA  15146. 


PENNSYLVANIA  SPERM  BANK 

A cryogenic  semen  storage  facility  for  your 
patients: 

(1)  pre-vasectomy;  (2)  pre-chemotherapy; 

(3)  pre-radiation  therapy;  (4)  prior  to  surgery 
which  may  affect  fertility;  (5)  Hazardous 
occupational  exposures. 


' U7e  re  thinking  about  tomorrow. . . today. 


Inquiries:  (215)  886-7706,  or  write  PSB,  Benson  East, 
Suite  415,  Jenkintown,  PA  19046 


Infernist/family  practitioner  in  Harrisburg.  Must  be  Board  certified 
or  eligible  in  internal  medicine/family  practice.  Solo  practice,  fee-for- 
service  — no  minimum  guarantee.  Size  of  community:  30,000  to 
100,000.  Size  of  trade  area:  100,000  and  greater.  Respond  to:  PMS 
Physician  Placement  Service,  Department  COM-1085-IM10,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Emergency  medicine  physician  in  Johnstown.  Must  be  Board  cer- 
tified or  eligible  in  emergency  medicine.  Hospital  based  emergency 
department,  salary.  Size  of  community:  10,000  to  30,000.  Size  of 
trade  area:  30,000  to  100,000.  Respond  to:  PMS  Physician  Place- 
ment Service,  Department  NOM-1085-EM06,  20  Erford  Road,  Le- 
moyne, PA  17043. 

POSITIONS  WANTED 

Radiology  iocum  tenens  work  wanted;  short  or  long  term.  Well 
qualified  and  experienced.  Will  consider  all  situations.  Please  clip 
and  save  the  ad.  Please  reply  to  Box  118,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Radiologist,  Board  certified  with  fellowship  training  in  CT  (body  and 
head)  and  ultrasound  seeks  part-time  position  in  either  teaching  hos- 
pital, community  hospital  or  multi-modality  private  practice  situation 
in  metropolitan  Philadelphia  area  or  So.  Jersey.  Flexible  with  work 
schedule  and  availability.  Respond  to  Box  119,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Psychiatrist,  Board  eligible,  full-time  or  part-time,  strong  medical 
background,  PA  license.  Reply  to  Box  126,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

General  practitioner  desires  solo,  partnership,  single  specialty 
group,  multi  specialty  group,  or  institutional  opportunity  in  general 
practice.  Recent  application  to  American  Osteopathic  Board  of  Gen- 
eral Practitioners.  Member  of  AMA,  AOA,  AMWA.  Respond  to:  PMS 
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Dx:  recurrent 

VUA1KW  **  ( KM‘  '■■■■■'  ' " ' 

-*  EAST  HIGH  >’ 


For. 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  -YORK,  N.Y. 
10150 


HeRpecin-i 

In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Peoples,  Rea  & Derick, 
Revco,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 


i^^BHE  BLOOMSBURG  HOSPITAL 

BH 

Physicians  Needed 

Excellent  practice  opportunities  for  Board  eligible  or 
certified  Family  Medicine  Physicians  in  either  solo  or 
possible  group  practice  in  Bloomsburg,  Pennsylvania. 

Bloomsburg  is  ideally  located  in  east  central 
Pennsylvania  along  the  north  branch  of  the 
Susquehanna  River.  A beautiful  community  of 
moderate  size  with  excellent  recreational,  cultural, 
and  educational  facilities  creating  a superior  quality 
of  life.  Bloomsburg  is  the  county  seat;  home  of 
Bloomsburg  University;  and  gateway  to  the  Pocono 
vacation  land. 

Join  the  active  medical  staff  of  a 146-bed,  nonprofit, 
general  acute  care,  JCAH-accredited  hospital. 
Economic  and  administrative  program  available. 

Send  curriculum  vitae  in  confidence  to:  Donald  E. 
Chomiak,  Assistant  Administrator,  Bloomsburg 
Hospital,  Bloomsburg,  PA  17815;  or  telephone 
(717)  784-7121. 


Health  Care 
Personnel  Consulting . . . 

Recruitment  for  the  Private  Medical 

Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  New  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  __  __  

Bala  Cynwyd,  PA  19004  ™ 

(2 1 5)  667-8630  ^ _ ■ 

Health  Care  Group 


New  Opportunities 
From  The 

Physician  Resource  Group 

Roblin  Associates  has  openings 
in  all  specialties  nationwide. 
We’ll  place  you  in  the  location 
of  your  choice  . . . at  no  cost 
to  you.  Complete  financial 
packages  available.  For  more 
information,  send  CV  in 
confidence. 

Roblin  Associates,  Inc. 

602  Market  Street  Mall 
P.O.  Box  397  P 
Wilmington,  DE  19899 
302/429-8600 


Physician  Placement  Service,  Department  NPM-1085-GP03,  20  Er- 
ford  Road,  Lemoyne,  PA  17043. 

FOR  SALE 

For  sale  — Toshiba  Sonolayer-L  Model  SAL-20A,  Linear  Real-time 
Ultrasound  Unit.  Has  been  used  in  an  OB/GYN  office  only.  Pur- 
chased in  February,  1982.  Features:  13mm  3.5  mHz  transducer,  Al- 
phanumeric key  board,  portable  cart,  Polaroid  camera,  9 inch  T.V. 
monitor.  Call  (215)  437-1931. 

Lehigh  Valley  — Northampton  County,  PA.  Family  practice  of  de- 
ceased physician,  45  years  of  service  to  community,  approximately 
300  families.  Office  space  available.  Ten  minutes  from  Allentown, 
Bethlehem,  Easton  Hospitals.  Write  Box  125,  Pennsylvania  Medicine. 
20  Erford  Road,  Lemoyne,  PA  17043. 

Delaware  — Pediatric  practice  for  sale.  Well  established,  growing. 
Office  new,  well  equipped,  ideal  location  near  new  780-bed  medical 
center.  Excellent  income  for  one  or  two  pediatricians.  Coverage  avail- 
able. Terms  negotiable.  Changing  career,  will  introduce.  Reply  to  PO 
Box  276,  Rockland,  Delaware  19732-0276. 

Mt.  Gretna,  Pennsylvania  — Homes  and  summer  cottages  for  sale 
in  all  price  ranges.  Write  or  call  for  a descriptive  brochure:  Suburban 
Realty,  30  West  Main  Street,  Annville,  PA  17003;  (717)  867-4487. 

Opportunity  for  medical  clinic  — 28-room  Victorian  house  in  Sweet 
Valley,  outside  Wilkes-Barre,  on  4 acres  land.  Six-car  garage  with 
2-bedroom  apartment  above  it.  Paved  driveway  with  paved  parking 
area  in  rear.  Zoned  commercial.  Contact  Charles  Langdon,  Cox- 
Lehman  Associates,  8260  Greensboro  Drive,  McLean,  VA  22102- 
(703)  821-1313. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay.  No 
prepayment  penalties.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any  kind.  Physicians  Service 
Assn.,  Atlanta,  GA.  Toll  free  (800)  241-6905. 


GOOD  PSYCHIATRISTS 
ARE  NEEDED  AS 
PROGRAM  DIRECTORS 
AND 

MEDICAL  DIRECTORS. 


If  you're  interested  in  becoming  a Program 
Director  of  a specialty  unit,  or  a Medical 
Director  of  an  outstanding  psychiatric 
hospital,  we  re  interested  in  hearing 
from  you. 


We  re  a rapidly  expanding  health  care 
corporation  with  immediate  openings  in 
Pennsylvania,  the  Southeast,  and  on  the 
West  Coast. 

We  re  ready  to  offer  Board  eligible 
psychiatrists  an  excellent  salary,  benefits 
security,  direct  clinical  as  well  as  manage- 
ment responsibility  and  the  opportunity 

to  grOW  as  we  do.  Resumes  in  Confidence  to 


HC 


Ronald  I.  Dozoretz,  M.D. 

Chairman 

First  Hospital  Corporation 
World  Trade  Center,  Suite  870 
Norfolk.  Virginia  23510 


FIRST  HOSPITAL  CORPORATION 


An  Equal  Opportunity  Employer 


Medical  practice  sales  and  appraisals  — We  specialize  in  the  valua- 
tion and  selling  of  medical  practices.  If  interested  in  buying  or  selling 
a medical  practice,  contact  our  Brokerage  Division  at  The  Health 
Care  Group,  400  GSB  Building,  Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

Alzed  Enterprises  Limited  provides  a confidential  placement  ser- 
vice for  physicians.  There  are  no  fees  or  obligations  to  qualified  can- 
didates. Send  CV  to  Joan  Carroll,  Alzed,  Four  Gateway  Center,  Suite 
205,  Pittsburgh,  PA  15222  or  call  collect  (412)  261-7200. 

CME 

Seminars  — Hilton  Head  Island,  weekly  business  management  semi- 
nars. Accredited,  live  presentations.  Key  note  lecture  by  Eliot  Jane- 
way. Spring,  summer  and  fall  sessions  at  Sea  Pines  Plantation. 
1-800-542-5428. 


Classified  Advertising 

Rates:  $18  per  insertion  for  the  first  30  words  or  part  thereof; 
60  cents  for  each  additional  word;  $1 .50  per  insertion  for  a box 
number.  Payment  should  be  in  advance.  No  agency  commis- 
sion is  paid  on  classified  advertising. 

Box  Numbers:  Advertisers  using  box  numbers  forbid  disclo- 
sure of  their  identity.  Written  inquiries  are  forwarded  to  such 
advertisers,  but  no  information  can  be  revealed  by  the  pub- 
lisher. 

Word  Count:  Count  as  one  word  all  single  words,  two  initials  of 
a name,  single  numbers  or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discriminatory  language  is  not 
acceptable  for  publication. 
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brclZZZCI  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


f ; 


■ 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER  TO 

PDR 
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Methyltestosterone  US.R  Tablets 
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The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories. 


120  mg  160  mg. 


3© 

80  mg 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 


Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.' “ In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 


Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 


Once-daity 

For  ^bi&flNDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitratlon  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  Reriod 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  Ihe  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  liber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient.  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary, 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

- IN  PATIENTS  WITFIOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physicians  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamme  or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension.  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
tD6t3  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS;  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  tor  the  treatment  of 
hypertensive  emergencies 

8eia  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests.  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  | 
hypotension 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  ot  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  ot  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia:  congestive  heart  failure,  intensification  of  AV  block:  hypo- 
tension, paresthesia  of  hands:  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation  tor 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS-  -Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  ot  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

HYPERTROPHIC  SUBAORTIC  STENOSIS — 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE — A'  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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Valium®  (diazepam/Roche)  @ Tablets 
Valrelease  ® (diazepam/Roche)  (g 
slow-release  Capsules 
Injectable  Valium®  (diazepam/Roche)  @ 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Management  of  anxiety  disor- 
ders, or  short-term  relief  of  symptoms  of  anxi- 
ety. Anxiety  or  tension  associated  with  the 
stress  of  everyday  life  usually  does  not  require 
treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  impending  or 
acute  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal:  adjunctively  in: 
relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology:  spasticity  caused  by 
upper  motor  neuron  disorders:  athetosis: 
stiff-man  syndrome.  Oral  forms  may  be  used 
adjunctively  in  convulsive  disorders,  but  not 
as  sole  therapy.  Injectable form  may  also  be 
used  adjunctively  in:  status  epilepticus:  severe 
recurrent  seizures:  tetanus:  anxiety,  tension 
or  acute  stress  reactions  prior  to  endoscopic/ 
surgical  procedures:  cardioversion. 

The  effectiveness  of  diazepam  in  long-term 
use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies. 
The  physician  should  periodically  reassess 
the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindications:  Tablets  or  capsules  in  chil- 
dren under  6 months  of  age:  known  hypersen- 
sitivity: acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma 
who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs, 
caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Withdrawal 
symptoms  similar  to  those  with  barbiturates 
and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  fol- 
lowing abrupt  discontinuation  of  benzodiaze- 
pines after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individu- 
als (drug  addicts  or  alcoholics)  under  careful 
surveillance  because  of  predisposition  to 
habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
imost  always  be  avoided  because  their 
use  is  rarely  a matter  of  urgency  and 
because  of  increased  risk  of  congenital 
malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend 
to  or  do  become  pregnant 
ORAL:  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants. 
Not  of  value  in  treatment  of  psychotic 
patients;  should  not  be  employed  in  lieu  of 
appropriate  treatment.  When  using  oral  forms 
adjunctively  in  convulsive  disorders,  possibil- 
ity of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in 
dosage  of  standard  anticonvulsant  medica- 
tion: abrupt  withdrawal  in  such  cases  may  be 
associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

INJECTABLE:  To  reduce  the  possibility  of  ven- 
ous thrombosis,  phlebitis.  local  irritation, 
swelling  and.  rarely,  vascular  impairment 
when  used  I. V.:  inject  slowly,  taking  at  least 
one  minute  for  each  5 mg  II  ml)  given:  do  not 
use  small  veins,  i.e. , dorsum  of  hand  or 
wrist:  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  with  other  solutions  or  drugs  in 
syringe  or  infusion  flask.  If  it  is  notfeasible 
to  administer  Injectable  Valium  directly  I.V.. 
it  may  be  injected  slowly  through  the  infu- 
sion tubing  as  close  as  possible  to  the  vein 
insertion. 

Administer  with  extreme  care  to  elderly,  very 
ill,  those  with  limited  pulmonary  reserve 
because  of  possibility  of  apnea  and/or  cardiac 
arrest;  concomitant  use  of  barbiturates,  alco- 
hol or  other  CNS  depressants  increases 
! depression  with  increased  risk  of  apnea;  have 
resuscitative  facilities  available.  When  used 
with  narcotic  analgesic  eliminate  or  reduce 
narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic 
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Valrelease  ® (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in 
patients  treated  for  petit  mal  status  or  petit 
mal  variant  status.  Not  recommended  for 
OB  use. 

Efficacy/safety  not  established  in  neonates 
(age  30  days  or  less);  prolonged  CNS  depres- 
sion observed.  In  children,  give  slowly  (up  to 
0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or 
prolonged  somnolence;  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third 
administration,  appropriate  adjunctive  ther- 
apy is  recommended. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  carefully  consider 
individual  pharmacologic  effects — particularly 
with  known  compounds  which  may  potentiate 
action  of  diazepam,  i.e..  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  anti- 
depressants. Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
hepatic  function;  avoid  accumulation  in 
patients  with  compromised  kidney  function. 
Limit  oral  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation  (initially  2 to  I'h  mg  once  or 
twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other 
benzodiazepines  can  be  delayed  in  association 
with  Tagamet  (cimetidine)  administration. 

The  clinical  significance  of  this  is  unclear. 
INJECTABLE:  Although  promptly  controlled, 
seizures  may  return;  readminister  if  neces- 
sary; not  recommended  for  long-term  mainte- 
nance therapy.  Laryngospasm/increased 
cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic, 
have  necessary  countermeasures  available. 
Hypotension  or  muscular  weakness  possible, 
particularly  when  used  with  narcotics,  barbi- 
turates or  alcohol.  Use  lower  doses  (2  to  5 mg) 
for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  com- 
monly reported  were  drowsiness,  fatigue, 
ataxia.  Infrequently  encountered  were  confu- 
sion, constipation,  depression,  diplopia, 
dysarthria,  headache,  hypotension,  incontin- 
ence, jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discon- 
tinue drug. 

Because  of  isolated  reports  of  neutropenia 
and  jaundice,  periodic  blood  counts,  liver 
function  tests  advisable  during  long-term 
therapy.  Minor  changes  in  EEC  patterns,  usu- 
ally low-voltage  fast  activity,  observed  in 
patients  during  and  after  diazepam  therapy 
are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at 
injection  site,  hypoactivity,  syncope,  bradycar- 
dia, cardiovascular  collapse,  nystagmus,  urti- 
caria, hiccups,  neutropenia. 

In  peroral  endoscopic  procedures,  coughing, 
depressed  respiration,  dyspnea,  hyperventila- 
tion, laryngospasm/pain  in  throat  or  chest 
have  been  reported. 

Dosage:  Individualize  for  maximum  beneficial 
effect. 

ORAL:  Adults:  Anxiety  disorders,  relief  of 
symptoms  of  anxiety — Valium  tablets,  2 to 
10  mg  b.i.d.  to  q.i.d. ; or  1 or  2 Valrelease  cap- 
sules (15  to  30  mg)  daily.  Acute  alcohol  with- 
drawal— tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
or  2 capsules  (30  mg)  the  first  24  hours,  then 
1 capsule  (15  mg)  daily  as  needed.  Adjunc- 
tively in  skeletal  muscle  spasm — tablets.  2 to 
10  mg  t.i.d.  or  q.i.d  ; or  1 or  2 capsules  (15  to 
30  mg)  once  daily.  Adjunctively  in  convulsive 
disorders — tablets,  2 to  10  mg  b i d.  to  q.i.d.; 
or  1 or  2 capsules  (15  to  30  mg)  once  daily. 
Geriatric  or  debilitated  patients:  Tablets — 2 
to  2Vi  mg  1 or  2 times  daily  initially,  increas- 
ing as  needed  and  tolerated  (see  Precautions). 
Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose. 

Children:  Tablets — 1 to  2Vi  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated 


Valium®  (diazepam/Roche) 

Valrelease®  (diazepam/Roche) 

Injectable  Valium®  (diazepam/Roche) 

(not  for  use  in  children  under  6 months). 

Capsules — 1 capsule  (15  mg)  daily  when  5 mg 
oral  Valium  has  been  determined  as  the  opti- 
mal daily  dose  (not  for  use  in  children  under 
6 months). 

INJECTABLE:  Usual  initial  dose  in  older  chil- 
dren and  adults  is  2 to  20  mg  I.M.  or  I.V., 
depending  on  indication  and  severity.  Larger 
doses  may  be  required  in  some  conditions 
(tetanus).  In  acute  conditions  injection  may 
be  repeated  within  1 hour,  although  interval 
of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage 
increase  for  elderly  or  debilitated  patients  and 
when  sedative  drugs  are  added.  (See  Warnings 
and  Adverse  Reactions. ) 

For  dosages  in  infants  and  children  see  below; 
have  resuscitative  facilities  available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

I.V.  use:  inject  slowly,  take  at  least  one  min- 
ute for  each  5 mg  II  ml)  given.  Do  not  use 
small  veins,  i.e. . dorsum  of  hand  or  wrist. 

Use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix 
or  dilute  Valium  with  other  solutions  or  drugs 
in  syringe  or  infusion  flask.  If  it  is  not  feasi- 
ble to  administer  Valium  directly  I.V..  it  may 
be  injected  slowly  through  the  infusion  tub- 
ing as  close  as  possible  to  the  vein  insertion. 
Moderate  anxiety  disorders  and  symptoms  of 
anxiety,  2 to  5 mg  I.M  or  I.V. , and  severe  anxi- 
ety disorders  and  symptoms  of  anxiety,  5 to  10 
mg  I.M.  or  I.V.,  repeat  in  3 to  4 hours  if  neces- 
sary; acute  alcohol  withdrawal,  10  mg  I.M.  or 
I.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary.  Muscle  spasm,  in  adults.  5 to  10 
mg  I.M.  or  I.V.  initially,  then  5 to  10  mg  in  3 to 

4 hours  if  necessary  (tetanus  may  require 
larger  doses);  in  children  administer  I.V. 
slowly:  for  tetanus  in  infants  over  30  days  of 
age,  1 to  2 mg  I.M.  or  I.V. , repeat  every  3 to  4 
hours  if  necessary;  in  children  5 years  or 
older,  5 to  10  mg  repeated  every  3 to  4 hours 
as  needed.  Respiratory  assistance  should  be 
available. 

Status  epilepticus,  severe  recurrent  convul- 
sive seizures  (I.V.  route  preferred),  5 to  10  mg 
adult  dose  administered  slowly,  repeat  at  10- 
to  15-minute  intervals  up  to  30  mg  maXp 
mum.  Repeat  in  2 to  4 hours  if  necessary, 
keeping  in  mind  possibility  of  residual  active 
metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascu- 
lar status.  Infants  (over  30  days ) and  children 
tunder  5 years),  0.2  to  0.5  mg  slowly  every  2 
to  5 min.,  up  to  5 mg  (I.V.  preferred).  Children 

5 years  plus.  1 mg  every  2 to  5 min.,  up  to 
10  mg  (slow  I.V.  preferred):  repeat  in  2 to  4 
hours  if  needed.  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I.V.  dosage 
to  desired  sedative  response,  generally  10  mg 
or  less  but  up  to  20  mg  (if  narcotics  are  omit- 
ted) immediately  prior  to  procedure;  if  I.V. 
cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure.  As  preopera- 
tive medication,  10  mg  I.M.;  in  cardioversion, 

5 to  15  mg  I.V.  within  5 to  10  minutes  prior  to 
procedure.  Once  acute  symptomatology  has 
been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further 
treatment  is  required. 

Management  of  Overdosage:  Manifestations 
include  somnolence,  confusion,  coma,  dimin- 
ished reflexes.  Monitor  respiration,  pulse, 
blood  pressure;  employ  general  supportive 
measures,  I.V.  fluids,  adequate  airway.  Use  lev- 
arterenol  or  metaraminol  for  hypotension. 

Dialysis  is  of  limited  value. 

How  Supplied: 

ORAL:  Valium,  round,  scored  tablets  with  a cut 
out  “V"  design — 2 mg.  white;  5 mg,  yellow:  10  mg, 
blue — bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose® 
packages  of  100,  available  in  boxes  of  4 reverse- 
numbered  cards  of  25  and  in  boxes  contain- 
ing 10  strips  of  10. 

Valrelease,  slow-release  capsules — 15  mg  (yel- 
low and  blue),  bottles  of  100;  Prescription 
Paks  of  30. 

INJECTABLE:  Ampuls.  2 ml.  boxes  of  10;  Vials, 

10  ml,  boxes  of  1 and  10  : Tel-E-Ject®  (disposable 
syringes),  2 ml,  boxes  of  10.  Each  ml  contains 
5 mg  diazepam,  compounded  with  40%  pro- 
pylene glycol,  10%  ethyl  alcohol.  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 


Ex  vivo  animal  brain  studies  demonstrate: 


Rapidly  bound  and  unbound 


Valium  (diazepam/Roche)  I.V. 
bound  to  receptor  at  30  seconds 
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Unbound 
at  60  minutes 


£%%  * ft 


Highest  concentrations  ot 
occupied  binding  sites  after 
Valium  I V.  administration 


Intermediate  concentrations 
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Receptors  not  occupied 
by  injected  Valium 


The  significance 

These  study  results  correlate  the  rapid  onset  of 
action  for  Valium  (diazepam/Roche),  injected  I.V., 
and  the  relatively  short  and  predictable  duration  of 
amnesic  and  sedative  effects  with  the  occupancy  of 
benzodiazepine  binding  sites,  although  the  exact 
nature  of  the  correlation  between  occupation  of  ben- 
zodiazepine binding  sites  and  effect  is  still  being 
defined.  In  addition,  these  animal  results  are  con- 
sistent with  clinical  experience  relating  to  duration 
of  action. 


A summary  of  product  information  on 
Valium  appears  on  reverse  side. 
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Note  our  distinctive  look 
2 mg  5 mg  10  mg 


The  cut  out  “V"  design  is  a 
trademark  of  Roche  Products  Inc. 
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